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E. C. HUNTER, Pu.D. 


Changes in teachers’ attitudes 


toward children’s behavior 


over the last thirty years 


That teachers should understand better the 
social and emotional dynamics of children’s 
behavior is increasingly evident. Effective 
behavior guidance depends upon properly 
gauging background factors and carefully 
appraising misbehavior tendencies. The 
comparative seriousness of behavior prob- 
lems in children has now been the subject 
of systematic study for three decades. Prog- 
ress has becn made in the direction of 
better app: aising misbehavior, but the need 
for continued study and improvement in 
this endeavor persists. 

In 1926-27 Wickman ! in his now classic 
investigation revealed that teachers and 
mental hygienists differed markedly in their 





Dr. Hunter is head of the department of education 
at Tulane University. 

1E. K. Wickman, Children’s Behavior and Teachers’ 
Attitudes, New York, Commonwealth Fund, 1928. 
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interpretation of children’s behavior prob- 
lems. The teachers rated as most serious 
transgressions against authority, dishonesty, 
immoralities, violation of rules, lack of or- 
derliness and lack of application to school 
work. In striking contrast, a group of men- 
tal hygienists rated the preceding items low 
in the scale of seriousness, but rated as most 
serious unsocial, withdrawing and recessive 
behavior. They rated as fairly high cruelty, 
temper tantrums and truancy, each of 
which was rated low by the teachers. To 
the teacher in the Wickman study of nearly 
30 years ago, profanity, smoking, lack of 
interest in work, disobedience, defiance and 
writing obscene notes were grave offenses. 
To the clinicians, excessive suspiciousness, 
dreaminess, being over-critical of others, 
sensitiveness and shyness, which were mini- 
mized by teachers, were danger signals for 
trouble in the future. 





The results of Yourman’s? study in 1932 
confirmed Wickman’s finding that teachers 
considered aggressive behavior and viola- 
tions of moral standards as very serious 
probiems. MacClenathan® in 1934 found 
disagreement in behavior ratings by teach- 
ers and mothers in San Diego. Each group, 
however, rated as most serious those be- 
havior problems that interfered most with 
the smooth functioning of the group’s af- 
fairs. Laycock ‘4 in 1934 reported that the 
ratings given by teachers of a western Ca- 
nadian city to various children’s behavior 
problems were in substantial agreement 
with those given by the teachers in the 
Wickman study. 

Mitchell > in 1940-41 compared teachers’ 
and mental hygienists’ attitudes toward 
pupil behavior with Wickman’s findings. 
The object of the study was to reveal pos- 
sible changes in estimates of the seriousness 
of behavior problems by teachers and clini- 
cians since Wickman’s study and to find 
out whether teachers and mental hygienists 
had come closer together in their estimates. 
The results showed that mental hygienists 


had changed their ratings of some traits in. 


the conservative direction and that teachers 
were somewhat closer to the mental hy- 
gienists, especially in their ratings of non- 
aggressive traits, than were the teachers in 





2 J. Yourman, “Children Identified by Their Teach- 
ers as Problems,” Journal of Educational Sociology, 
5(1932), 334-43. 

3 Ruth H. MacClenathan, “Teachers and Parents 
Study Children’s Behavior,” Journal of Educational 
Sociology, 7(1934), 325-33. 

4S. R. Laycock, “Teachers’ Reactions to Maladjust- 
ments of School Children,” British Journal of Edu- 
cational Psychology, 4(1934), 11-29. 

5 John C. Mitchell, “A Study of Teachers’ and Men- 
tal Hygienists’ Ratings of Certain Behavior Prob- 
lems of Children,” Journal of Educaiional Research, 
$6(1942), 292-307. 
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the Wickman study. For example, the 
teachers in 1940 considered behavior indi- 
cating that a child was unsocial, fearful, 
over-critical of others, sullen, unhappy, re- 
sentful and easily discouraged more serious 
than had the Wickman teachers in 1926. 
On the whole Mitchell found that teachers 
had changed their attitudes more than had 
the mental hygienists. He found also that 
teachers had become more concerned about 
aggressive traits than the Wickman teachers 
had been. Nevertheless, it was clear that 
teachers and clinicians in 1940 still differed 
in their perception of behavior problems as 
well as in rating the degree of seriousness 
ef these problems. Teachers continued to 
be more concerned with teaching conform- 
ity and respect for authority than with help- 
ing pupils meet their basic needs. 
Although confirming the Wickman find- 
ings in many respects, Stouffer® in 1950 
found teachers and clinicians in closer 
agreement on the seriousness of certain 
types of behavior problems than had been 
true in the Wickman study. The most 
marked differences between teachers and 
mental hygienists were found in the ratings 
given to disobedience, impudence, defiance, 
disorderliness in class, profanity, smoking, 
masturbation, heterosexual activity, writing 
obscene notes, and unsocial behavior. Com- 
paring further the ratings of his group of 
teachers with those of Wickman’s group, 
Stouffer revealed that unhappiness, depres- 
sion, unsociability and withdrawing had 
moved closer to the top of the list in serious- 
ness as rated by his teachers, while mastur- 
bation, smoking and profanity had dropped 





6 George A. W. Stouffer, Jr., “Behavior Problems of 
Children as Viewed by Teachers and Mental Hy- 
gienists: A Study of Present Attitudes as Compared 
with Those Reported by E. K. Wickman,” Mental 
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Hygiene, 36(1952), 271-85. 





in the list in comparison with Wickman’s 
teachers. On the other hand, Stouffer’s 
teachers in 1950 still regarded problems re- 
lating to honesty, sex, truancy and class- 
room order much as teachers did in 1926. 

Sparks? in 1952 showed that varying 
amounts of experience had little effect:on 
the attitudes of teachers toward behavior 
problems but that the amount of their 
education did affect ratings. Teachers with 
education beyond the bachelor’s degree 
were closer to the clinicians in their ap- 
praisal of children’s behavior than were 
teachers with less education. 

The present study § attempted to answer 
three questions: What was the relative seri- 
ousness of various behavior problems of 
children as rated by classroom teachers in 
1955? How did the 1955 teacher ratings 
compare with the ratings of the same prob- 
lems by teachers and mental hygienists in 
the Wickman study? With regard to atti- 
tudes toward behavior problems, how did 
teachers in 1955 vary with respect to sex, 
race, marital status, education and teaching 
experience? 

The Wickman list of 50 behavior prob- 
lems was used in this study. Since it has 
been established that the ratings of mental 
hygienists are relatively stable, no new 
group of clinicians was used in the 1955 
study. On the basis of sex, race, educa- 
tional status and teaching experience the 
308 elementary and secondary school teach- 
ers in this study were representative of the 
teaching force in a large city in the deep 
south, New Orleans. Non-teaching and ad- 





7 J. N. Sparks, ““Teachers’ Attitudes toward the Be- 
havior Problems of Children,” Journa! of Educa- 
tional Psychology, 43(1952), 284-91. 

8A. C. Miranne, Jr., “Teachers’ Ratings of Chil- 
dren’s Behavior Problems” (unpublished master’s 
thesis, Tulane University, 1955). 
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ministrative personnel were not included. 
In a questionnaire mailed to their home 
addresses in February 1955 classroom teach- 
ers were asked to rate anonymously the 
seriousness of each behavior problem on a 
scale from 0 to 20 (from “no consequence” 
to “an extremely grave problem”) with re- 
gard to the child’s future adjustment and 
welfare. 


COMPARISON OF RANK-ORDER 


Table I shows the rank-order arrangement 
of seriousness assigned to the 50 behavior 
problems by the 1955 teachers, the Wick- 
man teachers and the Wickman mental hy- 
gienists. Three items in the 1955 teachers’ 
column (inguisitiveness, smoking and whis- 
pering) are juxtaposed with the same items 
in the mental hygienists’ column. Only 
one item (inquisitiveness) is juxtaposed in 
the Wickman teachers’ column. Five items 
(cruelty, temper tantrums, slovenly in ap- 
pearance, thoughtlessness, interrupting) in 
each of the teacher columns are removed 
only slightly, from one to three ranks, from 
the same items in the mental hygienists’ 
column. 

Further examination of Table I reveals 
that of the ten problems rated most serious 
in this study eight were rated equally seri- 
ous by the Wickman teachers. Thus, so 
far as teachers are concerned, the typical 
behavior-problem child in 1955, as in 1926, 
was characterized by annoying, aggressive 
and irresponsible behavior. The teachers in 
the present study considered obscene notes 
and cheating to be much less serious than 
did Wickman’s teachers 29 years earlier. 
Heterosexual activity and masturbation 
were? nked 10ti: and 28th in seriousness by 
the 1 55 teachers; the Wickman teachers 
ranked these traits Ist and 3rd. The 1955 
teachers agreed with the Wickman mental 
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TABLE I 


Rank-order comparison of ratings by teachers in 1955 
and by teachers and mental hygienists in 1926 


of the relative seriousness of 50 behavior problems 


308 Teachers (1955) 
(Hunter) 


Stealing 

Destroying school materials 
Truancy 

Cruelty, bullying 
Unhappy, depressed 
Impertinence, defiance 
Untruthfulness 
Unreliableness 
Disobedience 
Heterosexual activity 
Resentfulness 
Impudence, rudeness 
Lack of interest in work 
Quarrelsomeness 
Easily discouraged 
Cheating 

Carelessness in work 
Temper tantrums 
Unsocial, withdrawing 
Selfishness 

Laziness 
Disorderliness in class 
Obscene notes, talk 
Suggestible 
Domineering 
Inattention 
Nervousness 
Masturbation 
Profanity 

Fearfulness 

Sullenness 

Attracting attention 
Stubbornness 


Over-critical of others 


511 Teachers (1926) 
(Wickman) 


Heterosexual activity 
Stealing 

Masturbation 

Obscene notes, talk 
Untruthfulness 
Truancy 
Impertinence, defiance 
Cruelty, bullying 
Cheating 

Destroying school materials 
Disobedience 
Unreliableness 
Temper tantrums 
Lack of interest in work 
Profanity 

Impudence, rudeness 
Laziness 

Smoking 

Enuresis 

Nervousness 
Disorderliness in class 
Unhappy, depressed 
Easily discouraged 
Selfishness 
Carelessness in work 
Inattention 
Quarrelsomeness 
Suggestible 
Resentfulness 
Tardiness 

Physical cowardice 
Stubbornness 
Domineering 

Slovenly in appearance 


30 Mental Hygienists (1926) 
(Wickman) 


Unsocial, withdrawn 
Suspiciousness 
Unhappy, depressed 
Resentfulness 
Fearfulness 

Cruelty, bullying 
Easily discouraged 
Suggestible 
Over-critical of others 
Sensitiveness 
Domineering 
Sullenness 

Stealing 

Shyness 

Physical cowardice 
Selfishness 

Temper tantrums 
Dreaminess 
Nervousness 
Stubbornness 
Unreliableness 
Truancy 
Untruthfulness 
Cheating 

Lack of interest in work 
Heterosexual activity 
Enuresis 

Obscene notes, talk 
Tattling 

Attracting attention 
Quarrelsomeness 
Impudence, rudeness 
Imaginative lying 


Inattention 





Physical cowardice 
Thoughtlessness 
Tardiness 
Slovenly in appearance 
Sensitiveness 
Shyness 
Suspiciousness 
Enuresis 
Interrupting 
Inquisitiveness 
Dreaminess 
Restlessness 
Tattling 
Imaginative lying 
Smoking 
Whispering 
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Sullenness 
Fearfulness 
Suspiciousness 
Thoughtlessness 
Attracting attention 
Unsocial, withdrawing 
Dreaminess 
Imaginative lying 
Interrupting 
Inquisitiveness 
Over-critical of others 
Tattling 

Whispering 
Sensitiveness 
Restlessness 


Shyness 
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Slovenly in appearance 
Laziness 
Impertinence 


Carelessness in work 


‘ 
Thoughtlessness 


Restlessness 
Masturbation 
Disobedience 
Tardiness 
Inquisitiveness 
Destroying school materiais 
Disorderliness in class 
Profanity 
Interrupting 
Smoking 

Whispering 





hygienists on two of the ten problems rated 
most serious (cruelty and unhappiness); the 
Wickman teachers agreed with the clinicians 
on only one trait (cruelty). 

The teachers in the present study agreed 
with the Wickman teachers on seven and 
with the mental hygienists on four of the 
ten traits rated least serious; the Wickman 
teachers agreed in only three instances with 
the mental hygienists’ ratings of the ten 
traits considered least serious. 

With respect to the ranks of the ten 
traits in central position cf seriousness 
(ranks 21 to 30 inclusive), Table I reveals 
that the 1955 teachers agreed with the Wick- 
man mental hygienists in one case (obscene 
notes and talk). The Wickman teachers 
showed no agreement in this portion of the 
table. Thus there is evidence that the 
1955 teachers were closer to the attitudes of 
mental hygienists than were the teachers in 
1926. Studies by Mitchell® in 1940 and 
Stouffer 1° in 1950 showed similar evidence. 





9 Mitchell, op. cit., 306. 


10 Stouffer, op. cit., 275. 


Wickman reported a coefficient of cor- 
relation of —.11 between the rank-order of 
traits in terms of seriousness as rated by the 
mental hygienists and by the teachers. In 
the present study a correlation of +.22 was 
found, indicating a closer agreement be- 
tween the ratings of the 1955 teachers and 
the Wickman clinicians than between the 
latter and the 1926 teachers. 


COMPARISON OF MEAN RATINGS 


Table II gives the mean ratings for the 1955 
study, the Wickman teachers and the Wick- 
man mental hygienists on each of the 50 
behavior problems. (It should be remem- 
bered that the higher the mean the more 
serious or undesirable the behavior is con- 
sidered.) Behavior problems rated sub- 
stantially (at least two mean points) more 
serious by the mental hygienists than by the 
1955 teachers included suspiciousness, un- 
socialness, fearfulness, unhappy-depressed, 
over-critical of others, sensitiveness, shyness 
and dreaminess. In addition to these eight 
items the mental hygienists rated five prob- 
lems (easily discouraged, suggestible, resent- 
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TABLE II 


Comparison of mean ratings by teachers in 1955 
and by teachers and mental hygienists in 1926 


of the relative seriousness of 50 behavior problems 


Rating Chart 


Slight consequence Considerable difficulty Extremely grave problem 
5.0 12.0 20.0 





Behavior Problems ‘Teachers (1955) Teachers (1926) Mental Hygienists (1926) 
N = 308 N= 511 N = 30 


— 
or nO 


Stealing 14.9 17.0 


Destroying school materials 13.7 14. 


~ 


3 
Truancy 13.6 15.6 
Cruelty, bullying 13.5 14.8 
5 
0 


—_— 
oo OS 


Unhappy, depressed 13. 5 


4 

Impertinence, defiance 13.4 Ao: 

Untruthfulness 3.3 15.8 

Unreliableness 13.1 13. 
0 14. 
9 


i: 


Disobedience 13. 
Heterosexual activity 12.§ 
Resentfulness 12.5 10. 
Impudence, rudeness 12.4 12 
Lack of interest in work 12.1 | a 
0 11 


Easily discouraged , iH: 


Quarrelsomeness 


Cheating : 14. 
Carelessness in work 8 11 
Temper tantrums ; 3. 
Unsocial, withdrawing : 8. 
Selfishness 6 1] 
Laziness 6 az. 
Disorderliness in class . ll. 
Obscene notes, talk z. 16. 


Suggestible .! 1] 


we OD WN & & OS t Wom w& Nh & & = © 


— 


— 
non a — sT oO 


Domineering ‘ 10. 
Inattention . 1] 
Nervousness ‘ 1] 


Masturbation : 16. 


© m™ & 0 © G G ® NO O COST = GO PR OD HA = © Pm OO = ND & FO mM & 


co sI ST OPO 


Profanity s 12. 





Fearfulness 
Sullenness 
Attracting attention 
Stubbornness 
Over-critical of others 
Physical cowardice 
Thoughtlessness 
Tardiness 

Slovenly in appearance 
Sensitiveness 
Shyness 
Suspiciousness 
Enuresis 
Interrupting 
Inquisitiveness 
Dreaminess 
Restlessness 
Tattling 
Imaginative lying 
Smoking 
Whispering 


Average 
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fulness, domineering and sullenness) sub- 
stantially more serious than did the 1926 
teachers. Obviously overt aggressive be- 
havior was rated as more serious by teachers 
than by mental hygienists, although the 
differences for the 1955 teachers were not 
so great as for the 1926 teachers. 
Twenty-seven problems were rated sub- 
stantially more serious by the 1955 teachers 
than by the mental hygienists: stealing, 
truancy, impertinence, destroying school 
materials, disobedience, masturbation, dis- 
orderliness in class, unreliableness, untruth- 
fulness, heterosexual activity, lack of inter- 
est in work, interrupting, whispering, at- 
tracting attention, cheating, obscene 
notes, quarrelsomeness, impudence, inatten- 
tion, slovenliness in appearance, laziness, 
carelessness in work, thoughtlessness, tardi- 
ness, inquisitiveness, profanity and smok- 


ing. The same 27 problems were rated 
substantially more serious by the 1926 
teachers than by the mental hygienists. 
Many of these problems were rated of small 
consequence by teachers and mental hy- 
gienists. For instance, smoking and whis- 
pering were ranked 49th and 50th in seri- 
ousness by the 1955 teachers and by the 
clinicians, yet the means differed by five 
points. In terms of rank, apparently, the 
differences between teachers and mental 
hygienists would not seem to be so great 
as implied by the differences in means. 
Fifteen problems were rated about the 
same by the 1955 teachers and the Wick- 
man Clinicians: resentfulness, cruelty-bully- 
ing, easily discouraged, suggestible, domi- 
neering, sullenness, selfishness, temper tan- 
trums, nervousness, stubbornness, enuresis, 
tattling, imaginative lying, restlessness and 
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physical cowardice. The Wickman teachers 
rated ten of these problems and two others 
(thoughtlessness and attracting attention) 
about the same as did the mental hygienists. 
For ftve problems (enuresis, suggestible, re- 
sentfulness, domineering and_ sullenness) 
the ratings of the 1955 teachers were defi- 
nitely closer to the mental hygienists’ than 
were the ratings of the 1926 teachers. Four 
of these problems were characterized by 
Wickman as describing withdrawing and 
recessive behavior. Thus it appears that 
today’s teachers are definitely showing more 
concern about non-aggressive traits and be- 
havior suggesting mental health problems 
than did the teachers in 1926. 


PROBLEMS RELATED TO SEX 


In the present study the teachers ranked 


five behavior problems (cruelty, heterosex- 
ual activity, obscene notes, masturbation 
and enuresis) 4th, 10th, 23rd, 28th and 42nd 
in seriousness. ‘The Wickman_ teachers 
ranked these problems 8th, Ist, 4th, 3rd and 
19th. Among the 1955 teachers these five 
problems showed the highest standard de- 
viations. Except for enuresis, this was not 
true for the Wickman teachers. Four of 
the five problems are associated with sex. 
The heterogeneity of the 1955 teachers 
from New Orleans may be attributed in part 
to various religious backgrounds, ideas, 
doubts and uncertainties in the realm of 
sex. The influence of religious training 
doubtlessly influences the seriousness as- 
signed to problems relating to sex. 

Study of the total average means in Table 
II for the three groups further indicates 
that the 1955 teachers were closer to the 
mental hygienists in their evaluation of 
children’s problems than were the Wickman 
teachers in 1926 or the Stouffer teachers in 
1950. The total average mean for the 
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Wickman mental hygienists was 9.5, that 
for the Wickman teachers 11.3, that for 
the Stouffer teachers 11.2,11 that for the 
present group 10.9. On 36 of the 50 prob- 
lems the 1955 teachers were closer to the 
evaluations of the clinicians than were the 
1926 teachers. 

The present study confirms the findings 
of Sparks !* that teachers with training be- 
yond the bachelor’s degree resembled more 
closely the mental hygienists’ evaluations of 
behavior problems than did those with less 
education. In this study teachers without 
degrees placed much less emphasis on with- 
drawing types of behavior than did teachers 
with degrees. 

Men and women teachers in the 1955 
study gave similar evaluations to overt, ag- 
gressive and attacking behavior. Men 
teachers definitely considered problems re- 
lating to sex to be much less serious than 
did women teachers, and the latter con- 
sidered three problems (slovenly in_per- 
sonal appearance, destroying school ma- 
terials and suggestible) substantially less 
serious than did men teachers. 

Negro teachers in the present study con- 
sidered tardiness, laziness and carelessness 
in work considerably more serious than did 
the white teachers or mental hygienists. 
On the other hand, Negro teachers thought 
that cruelty-bullying, impertinence-defiance 
and temper tantrums were definitely less 
serious than did white teachers. 

No significant differences in ratings were 
found between married and unmarried 
teachers in this study, confirming one pre- 
vious study on this point.18 For 47 of the 





11 Miranne, op. cit., 26. 
12 Sparks, op. cit., 289-90. 
13 D. B. Ellis and L. W. Miller, “A Study of the Atti- 


tudes of Teachers toward Behavior Problems,” 
Journal of Educational Psychology, 27(1936), 501-11. 





50 problems the ratings of married and un- 
married teachers did not differ appreciably. 

In this study the behavior ratings of 
teachers with five to ten years of teaching 
experience more closely resembled those of 
the mental hygienists than did teachers 
with less than five or more than 10 years 
of experience. On 27 of the 50 problems 
teachers with five to ten years of experience 
were closer to the evaluations of the mental 
hygienists than were those with less experi- 
ence. On 31 problems those with five to 
ten years of experience were closer to the 
clinicians than were those with more teach- 
ing experience. 

Although teachers continue to be con- 
cerned with much annoying and aggressive 
behavior, their understanding of causal fac- 
tors and of consequences of behavior pat- 
terns has expanded and deepened over the 
last few decades. It can no longer be said 
that teachers consider only the here and 
now in dealing with behavior problems, 
while mental hygienists consider only the 
future. Teachers today are dealing more 
effectively with the whole child now and 
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over the long span. The more highly 
trained teachers especially are better able 
than teachers were formerly to analyze and 
interpret the significance of recessive and 
withdrawing forms of behavior. 

At the same time the need for continued 
effort and more specific training in the 
study of complicated patterns of behavior 
is apparent. Through formal and informal 
means teachers need to be helped to under- 
stand the basic patterns of children’s lives. 
Mental hygiene should occupy a larger role 
in undergraduate and graduate work, in 
both pre-service and in-service education of 
teachers. Academic study should be sup- 
plemented by abundant observation and 
realistic experience with children in and 
out of school. Mutual exchange of ideas 


and experiences between teachers and men- 
tal hygienists with regard to behavior prob- 
lems should be encouraged. Continued co- 
operative research in the dynamics of child 


behavior should be carried on in order to 
increase our knowledge and understanding 
of how to deal more effectively with the 
child and his education. 








HENRY A. DAVIDSON, M.D. 


Can psychoneurosis 


mature into psychosisr 


Can a psychoneurosis develop into a psy- 
chosis? If so, under what conditions? And 
how do you establish that this has taken 
place? 

These are not just academic questions. 
The right answer is important to a neurotic 
patient and his family who want to know 
the chances of his becoming, psychotic. It 
becomes important in workmen’s compen- 
sation tribunals if a worker awarded com- 
pensation for a psychoneurosis later alleges 
that a psychosis has developed. It is im- 
portant to health insurance companies 
which exclude conditions that pre-existed 
enrollment. (For example, a subcriber may 
want benefits for a current psychosis in the 
face of a record of pre-enrollment psycho- 
neurosis.) 

To simplify the problem somewhat, we 
shall exclude from consideration all organic 
psychoses and focus only on the functional 
psychoses: schizophrenia, manic-depressive 
states and the paranoid psychoses. So we 
exclude from connection with any previous 
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psychoneurosis such conditions as senile de- 
mentia or alcoholic psychoses. For these 
we do have adequate cause and it would be 
gratuitous to search for another factor. To 
be sure, a neurotic background may color a 
subsquent alcoholic or senile psychosis. In 
any event, the actual precipitating factor in 
organic psychoses is well-established—and 
it is not psychoneurosis. 

Our problem then narrows down to this: 
Given a person with a psychoneurosis in 
1946, we now see him in 1957 with a schizo- 
phrenia or manic-depressive reaction. Are 
the two emotional disorders related? By 
what criteria do you determine that one 
psychosis is and that another psychosis is 
not a “maturing” of the earlier psycho- 
neurosis? 

The current (1952) nomenclature spells 
out six psychoneurotic reactions plus a bat- 
tery of psychosomatic disorders. The six 
psychoneuroses are: conversion reaction, 
anxiety reaction, depressive reaction, dis- 
sociative reaction, phobic reaction and ob- 
sessive-compulsive reaction. The old term 
“neurasthenia” has been discarded, as has 
the word “hypochondriasis.” Thus a hy- 





pochondriasis would be labeled either a 
conversion reaction, an obsessive-compulsive 
or a psychosomatic disorder. 

In addition to these six psychoneuroses, 
we recognize disorders of organs in which 
emotional conflict is reflected in body 
changes. These are the psychosomatic dis- 
orders—for example, an emotionally-in- 
duced high blood pressure. Technically 
these are called psychophysiologic rather 
than psychosomatic reactions. " 

Psychophysiologic disorders do not ordi- 
narily lead to psychoses. Not if the diagnosis 
is correct in the first place. Suppose a 
schizophrenic has a delusion that his bowels 
are made of glass and that he must not 
strain at stool for fear of breaking the glass. 
This is not really a psychosomatic disorder. 
He never had a significant change in the 
function of the bowels due to emotion. If 
this was called a psychosomatic or psycho- 


physiologic disorder, it was mislabeled. 
What he had was a delusion about bowel 
functioning, rather than an actual defect in 


bowel operations. In a psychophysiologic 
disorder, you have an actual change in the 
way the organ functions. In a hypochon- 
driacal delusion, the primary change is in 
the idea or concept of the organ and not in 
its actual operation. 

With respect to psychosomatic disorders 
then, the general rule is this: A true psy- 
chophysiologic disorder does not mature 
into a psychosis unless it first passes through 
a rather long obsessional period. But if it 
does that, then it should be considered an 
obsessive-compulsive reaction, not a psycho- 
somatic disorder. 


CONVERSION REACTION 


Let us now return to our six psychoneu- 
roses. The first was conversion reaction. 
This means a gross loss of function or gross 
distortion of function—for instance, deaf- 
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ness, paralysis, anesthesia, tics, convulsions, 
blindness and so on—massive loss of func- 
tion due to emotions. Of all the neuroses, 
this is the one with the least anxiety be- 
cause the loss of function protects the pa- 
tient against anxiety. And this psychoneu- 
rosis is not going to mature into psychosis 
because it already represents a good work- 
ing adjustment to reality. For example: 

A soldier is afraid to go into battle lest he 
get killed. His conscience tells him to go 
forward; his instinct of self-preservation 
tells him to stay back. One honorable solu- 
tion is a hysterical paralysis of the legs, thus 
resolving the conflict by satisfying both con- 
science and the need for self-preservation. 
If instead of that he develops a delusion 
that he is the commanding general and 
could give orders from a command post in 
the rear, he would also solve his problem 
without hurting his conscience. 

In each case we have an intolerable situa- 
tion solved by a kind of unconscious emo- 
tional gimmick. But the two solutions are 
different. In the neurotic solution, there 
is good contact with reality—at least to the 
extent that no one would brand his action 
as crazy. In the psychotic solution, the real 
world is rejected. He does have a paralysis 
of the legs: this is fact. He is not the com- 
manding general: this is fantasy. 

The hysteric does not make an ideal ad- 
justment to reality. In a way, he has made 
a bad bargain because the same conscience 
which caused the conflict will also prevent 
him from soon recovering the use of his 
legs. He may be chair-bound the rest of 
his life. But he made some kind of adjust- 
ment within the framework of battlefield 
reality. The psychotic, on the other hand, 
has fled from reality. One might therefore 
say that these two disorders are diametri- 
cally opposite ways of handling the prob- 
lem: One comes to grips with reality; the 
other flees reality and dwells in fantasy. 
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So long as we confine ourselves to this 
primitive example we have no problem. A 
hysterical paralysis is the most primitive 
of all psychoneuroses. It is a massive re- 
action involving a whole limb. It certainly 
is not subtle. Hysteria is the typical psy- 
choneurosis of primitive people. Hysteri- 
cal convulsions are associated with the orgies 
of primitive religions. Areas of hysterical 
anesthesia and episodes of hysterical trance 
are associated with witchcraft and demon- 
ology. 

These primitive psychoneuroses protect 
the patient against anxiety. The soldier 


has no anxiety for his paralysis keeps him 
from an anxiety-provoking situation. Hys- 
terical blindness protects the patient from 
the sights, hysterical deafness from the 
sounds, hysterical anesthesia from the other 
sensations that might provoke anxiety. An 
absence of overt anxiety is characteristic of 


conversion reaction. 

One might suppose that hysterical paraly- 
sis of the legs could easily become a delu- 
sion that there are no legs, that hysterical 
deafness might become a delusion that an 
enemy has stopped up the ears with wax or 
neutralized sound with radio waves. That 
is, one might assume that hysteria could be 
a prelude to psychosis. But in truth this 
rarely happens. Psychosis is a way of cop- 
ing with overwhelming anxiety. But in 
hysteria anxiety is already effectively dealt 
with so there is no need to develop a 
psychosis. 


DISSOCIATIVE REACTION 


Dissociative reactions include neurotic am- 
nesias, fugue states, sleep-walking and other 
gross splittings of the personality. In sleep- 
walking, for instance, part of the personal- 
ity is asleep and part awake—hence “‘dis- 
sociated.” In neurotic amnesias part of the 


memory is lost. Since the word “schizo- 
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phrenia” means “split personality” one 
might think the splitting of the dissociative 
reaction is something like that. But there 
is a world of difference. In schizophrenia 
the splitting is exemplified by a delusion 
that you are the emperor of Japan while you 
amiably scrub the floor without a murmur. 
This splitting is away from reality. In dis- 
sociative reaction the splitting is seen in 
such an experience as somnambulism or a 
neurotic fugue state, where the person goes 
about his business realistically but without 
being conscious of his own identity. One 
of the surprising things about a dissociative 
reaction is that the patient can appear so 
dreadfully sick during the episode and so 
very well in the intervals. On theoretical 
grounds one might expect dissociative reac- 
tion to mature into psychosis, because there 
is dissociation in so many psychoses. In 
practice this doesn’t happen. A word of 
caution, however, is in order here. Con- 
sider the following case: 

An obvious schizophrenic gets up in the 
middle of the night and cries that they are 
flashing lights in his eyes. A year before 
he had been found walking around the 
house at 2 a.m. muttering vaguely about 
“the black mass” and looking for matches 
to light candles. The doctor called at that 
time said this was typical hysterical som- 
nambulism. 

The condition first diagnosed as a dis- 
sociative reaction “developed” into a schizo- 
phrenia. But the first diagnosis was er- 
roneous. When the members of the family 
were later questioned, it appeared that he 
had not been walking in his sleep at all. 
He had been awake and had been driven by 
a delusion to light candles for a “black 
mass.” Thus this never was somnambulism, 
since you can’t walk in your sleep unless 
you are asleep. 

As a general rule, then, neither the con- 
version nor the -dissociative reactions lead 





to psychoses. These two neuroses have one 
characteristic in common: They provide 
relatively benign outlets for anxiety. In a 
dissociative reaction the amnesia, the sleep- 
walking or the trance are safe channels for 
anxiety. And in conversion reaction the 
disability itself blocks any deepening of 
the anxiety. Since psychosis is a flight 
from unbearable anxiety, these two psycho- 
neuroses are unlikely to lead to psychosis. 
They cope more benignly with the anxiety. 


ANXIETY REACTION 


In the other four neuroses anxiety is not so 
well handled. First consider anxiety reac- 
tion. This means that,emotional conflict 
has produced diffuse and overt anxiety. 
“Diffuse” means that the anxiety is general- 
ized rather than focused on one thing as 
would be true in a phobia, for instance. 
“Overt” means that the anxiety is frankly 
and openly expressed just like that—as 
anxiety. It is not disguised as in dreams; 
it is not converted into a physical symptom. 
It is just there as plain, frank, overt, dif- 
fuse, vague fear. 

We have become careless about the 
phrase. Some examiners attach the “anxi- 
ety reaction” label to any psychoneurosis. 
Their theory is that anxiety is the hallmark 
of psychoneurosis and therefore every psy- 
choneurosis is an anxiety reaction. But the 
term should be restricted to psychoneuroses 
with simple and diffuse anxiety as the pre- 
senting symptom. ‘This is different from 
the conversion phenomenon, because here 
the anxiety remains as a troublesome for- 
eign body in the mind. It is not channeled 
off as in the other two neuroses. And if 
the anxiety fails to cope with the problem, 
a psychosis may result. Thus the anxiety 
reaction may indeed be a precursor of a 
psychosis. 

It may be impossible to distinguish a 
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neurotic anxiety from the early stages of a 
psychosis. Psychosis represents failure to 
handle an overwhelming emotional prob- 
lem. Anxiety is generated early in such a 
struggle, and at that stage the overt anxiety 
of the beginning psychosis is indistinguish- 
able from an anxiety reaction. It is not 
therefore an error in original diagnosis if 
the patient later becomes psychotic. To say 
that the anxiety reaction “matured” into 
the psychosis is technically incorrect. The 
patient retreated progressively in his efforts 
to solve the problem. Psychoneurosis is a 
falling back to a first line, psychosis a falling 
back to the second line and suicide a com- 
plete surrender. The verb “mature” does 
not describe the process. It is a retreat fur- 
ther and further back into decreasingly less 
realistic compromises. 


DEPRESSIVE REACTION 


How about depressive reaction? ‘This 
phrase should be qualified by the adjective 
“neurotic” or the adjective “psychotic.” If 
not qualified, it is assumed that it means a 
neurotic depression; unless the larger phrase 
“manic-depressive” is used, then it is a 
psychotic reaction. 

There is no sharp frontier between neu- 
rotic and psychotic depressions. It is a 
matter of degree. A man is convinced that 
God is punishing him for having been 
“fresh” to his mother when he was a little 
boy and sees suicide as the only solution. 
A woman believes she personally was re- 
sponsible for the blood-bath of World War 
II because she once prayed for the downfall 
of Mussolini and sees the whole war as 
simply God’s plan to oblige her. 

These obviously are psychotic depres- 
sions. By contrast there is the man who 
looks down-at-the-mouth and who answers 
only in monosyllables. He is worried and 
the world weighs on him. He does not 
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have bizarre ideas as do the other two pa- 
tients. He feels he is at an age where his 
children no longer need him. He feels use- 
less. He has a dreary past and a bleak fu- 
ture. Life hardly seems worth living. 
While he will take no active steps to end it, 
he really doesn’t care if he should drop 
dead any minute. This is a neurotic de- 
pression. The spectrum sweeps without 
spectacular change from this neurotic end 
to the psychotic end. 

In thinking of the development of one 
into the other, one must find out first 
whether there was a single long episode or 
a series of separate episodes. A psychotic 
depression usually begins gradually. In its 
earliest stage the depression would certainly 
appear psychoneurotic. In a single episode 
the “neurotic” depression is an early stage 
of the later “psychotic” depression. 

Recurrent depressions are all part of the 
same illness. If a person had a neurotic 
depression in 1954 and a psychotic depres- 
sion in 1956, I would assume they were 
parts of the same disorder—not that the one 
“matured” into the other but rather that 
the person had a periodic disease like epi- 
lepsy or migraine. Instead of periodic fits 
or headaches he has periodic depressions. 

There is one other possibility: Suppose it 
is called a neurotic depression in 1950 and 
a schizophrenia in 1955? Depressive reac- 
tions, unlike conversion reactions, can de- 
velop into psychoses so a connection is en- 
tirely possible. Furthermore, schizophrenia 
often starts with perplexity, and perplexity 
may be manifested by a worrisome depres- 
sion. I would prefer this to the thesis that 
the patient within a few years and by coin- 
cidence happened to have two separate emo- 
tional disorders unrelated to each other. 
Early in schizophrenia the patient may be 
very withdrawn and apathetic. Apathy is 
easily interpreted as depression. Any ob- 
server can mistake an early schizophrenia 
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for a neurotic depression. It is not that a 
depression “matures” into a psychosis but 
rather that a period of bewildered apathy 
might be the pilot signal of an oncoming 
psychosis. 


PHOBIC REACTION 


A phobia is a fear the patient knows is 
absurd. There is the patient who fears 
open spaces and the one who fears closed 
spaces. One has an unreasonable fear of 
dogs and another an unreasonable fear of 
dirt. These patients know their fears are 
foolish. ‘The knowledge does not help 
them but at least they do have that much 
insight. A phobia is to be contrasted with 
a delusion, where the patient does not know 
that the fear is absurd. One patient says, 
“I am unable to eat in a restaurant unless 
I can sit near the door and at the counter. 
I fear I may be trapped by a fire or cave-in 
and want to be near escape. This is ridic- 
ulous but I can’t help it.” Another patient 
says he must remain near the door because 
he has unknown all-seeing enemies who will 
assassinate him. He sees nothing absurd in 
this idea, so it is a delusion rather than a 
phobia. The first patient has a psychoneu- 
rosis and the second a psychosis. The first 
patient has a phobia, the second a delusion. 
The first has insight, the. second lacks 
insight. 

From the neat way in which the two are 
contrasted one might suppose that the pho- 
bia and the delusion are at opposite poles 
and that one could not develop into the 
other. Unhappily this is not the case. In 
the natural history of certain schizophrenias 
and certain paranoid disorders there is a 
stage in which the patient seems to have had 
a phobia. For instance, I recall a woman 
whose psychosis began with a fear that 
there was a leak in the gas pipes and that 
her family would all be asphyxiated. For 





a year it looked like a traditional neurotic 
phobia. She would insist that of course it 
was foolish of her but there it was! Within 
12 months, however, she was hinting that 
communists were piping in poison gas. No 
psychiatrist would have severed the phobia 
from the subsequent delusion. Here one 
developed or matured into the other. In 
this case an early diagnosis of psychoneuro- 
sis would have been wrong. A neurosis did 
not mature into a psychosis. But a phobia 
was erroneously put into the neurotic cate- 
gory when it should have been labeled psy- 
chotic. The point is that no one could have 
said during the first few months that this 
was a psychosis. It seemed to be a neurotic 
phobia only. 

A true neurotic can sometimes laugh at 
his phobia—not a merry laugh perhaps but 
at least a sardonic one. A psychotic or pre- 
psychotic phobia, however, is taken seri- 
ously. So the ability to see a phobia in its 
true proportion—to laugh at it ruefully— 
is a favorable prognostic sign and suggests 
that this phobia is not the pilot of a delu- 
sion. Another favorable sign is the con- 
tinued limitation of the phobia or, to put it 
negatively, its failure to expand over the 
years. There is no need to speculate as to 
whether a true phobia can “mature” into a 
psychosis. It is enough that any phobia 
may be the precursor of a schizophrenia or 
a paranoia. No one can tell the “true” 
from the “false” phobias because in a pre- 
psychotic phobia the patient may be able 
to guard the delusional nature of the fear 
for a long time. Thus one patient for 
several years had a fear of being left alone 
which amounted to panic if her husband, 
sister or maid ever left her alone. She in- 
sisted during all those years that the fear 
was silly and that she knew it was silly. 
When she developed a recognizable schizo- 
phrenia later, she said during a barbiturate 
interview that she knew from the begin- 


Can Psychoneurosis Mature? 


DAVIDSON 


ning that radio waves were beamed on her 
to destroy her and that only the presence of 
someone else could deflect them. But she 
protected herself against admitting the de- 
lusional nature of this by pretending for 
years that she knew the idea was foolish. A 
phobia is a serious and stubborn mental 
symptom. If a psychotic patient has had a 
history of phobias prior to the psychosis, it 
must be assumed—unless proved otherwise 
—that the phobias were early symptoms of 
the psychosis. 


OBSESSIVE-COMPULSIVE REACTION 


The obsessive-compulsive reactions straddle 
the frontier between psychosis and psycho- 
neurosis. A compulsion is a morbid urge 
to do something that the patient knows is 
foolish. The kleptomaniac does not want 
to steal. He tries to talk himself out of it 
by pointing out the consequences. He tries 
to stay away from the store but finally feels 
he has to go. He walks by the counter 
several times struggling against the urge to 
steal. But tension mounts to the point of 
unbearability and finally nothing in the 
world matters but lifting the hand and 
snatching the trinket. Then comes blessed 
relief—and then recrimination and guilt. 
Any alcoholic will also recognize this pic- 
ture as descriptive of his cycle too. It ap- 
plies to pyromania (compulsive fire-setting) 
as well as to the less dramatic compulsions 
such as the urge to step on—or avoid— 
every crack in the sidewaik. 

Obsession is in a broad sense any intru- 
sive, unwanted idea which seizes the con- 
sciousness. Specifically it is applied to re- 
petitive, ritualistic-like ideas that the pa- 
tient doesn’t want to entertain at all. Ina 
way every compulsion is an obsession too— 
it obviously fits this definition. Even a 
phobia is a species of obsession. 

Some obsessions are so weird that they 
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seem in all common sense to be “crazy.” I 
know a man who has to remember what he 
ate for each meal and to keep accumulating 
this memory until the end of the week. If 
he forgets one item he fears something 
dreadful will happen. I know a woman 
who must say “God forbid” every few min- 
utes because counterpointing all her think- 
ing and talking is a fear of her mother’s 
death. I know a man who spends two 
hours a morning in the bathroom, obsessed 
with the idea that unless he can completely 
evacuate his bowels with a suppository he 
will be sluggish all day. Only a thin line 
separates these obsessions from the fantasies 
of the schizophrenic. That thin line is 
insight: The fact that the obsessed patient 
knows—or says he knows—that the idea is 
absurd. 


THE WALKING SCHIZOPHRENIC 


Some years ago, Hoch (now New York’s 
commissioner of mental hygiene) together 
with Kalinowsky developed the concept of 
“pseudoneurotic schizophrenia.” This de- 
scribes a schizophrenic whose psychotic 
thinking is masked by persistent neurotic 
symptoms. He presents the apparent pic- 
ture of an anxiety reaction for some years 
and during that period is probably going to 
be so labeled. The phrase “pseudoneurotic 
schizophrenia,” though now widely used 
especially in the New York area, has no 
listing in any generally recognized or “of- 
ficial” nomenclature. This condition may 
be called “simple schizophrenia” or “severe 
anxiety reaction” depending on the taste 
of the examiner. If he calls it schizo- 
phrenia, he runs into trouble with the pa- 
tient’s family and with other doctors. If 
he calls it an anxiety reaction, the diagnosis 
may be called into question laier. In the 
first instance the “psychosis” label seems too 
harsh for one who presents a picture of 
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anxiety with good reality-contacts. But if 
the “anxiety reaction” label is put on the 
patient and then some years later an ob- 
vious psychosis develops, the question comes 
up: Did this neurosis mature into a psycho- 
sis? The answer is that it was always a 
psychosis. 

Some schizophrenics can get along all 
right in the community. Because they walk 
the streets freely, they are called “ambula- 
tory schizophrenics.” For example, a per- 
son may have frequent conversations with 
God, talking to Him and hearing His voice 
in reply. Yet he could perhaps work stead- 
ily and effectively. Another schizophrenic 
may believe that the governor of Colorado 
has sent spies all over that state to induce 
him to return to Denver where he will be 
framed; but he continues to live comfort- 
ably in Oregon, telling all who will listen to 
him about the conspiracy. Not only para- 


noid schizophrenics are ambulatory. Sim- 
ple and hebephrenic and many undifferen- 
tiated schizophrenics might also be able to 


walk the streets freely. The psychiatrist 
seldom has trouble recognizing the psycho- 
sis, but the general practitioner may not see 
any substantial mental disease at all in these 
ambulatory cases since to casual inquiry 
they seem normal. So it could happen that 
a label such as “neurasthenic” might be 
attached to such patients. Later on if a 
breakdown occurs it might appear as if a 
neurasthenia had “matured” into a psy- 
chosis. 


PSYCHOSIS IN REMISSION 


Manic-depressive attacks usually are iso- 
lated, clear-cut phenomena with substan- 
tially normal behavior between spells. In 
schizophrenia the common picture is re- 
covery from the more acute or more bizarre 
symptoms with some residual oddities of 
behavior in between. A_ schizophrenia 





which is not floridly active is called a psy- 
chosis in remission. The residual oddities 
of behavior in the interval may look like 
neurotic phenomena. For example, while 
in remission a schizophrenic might have 
anxiety, bewilderment, perplexity, apathy, 
weepy spells or suspiciousness. If the doc- 
tor was unfamiliar with the history he might 
well label this a psychoneurosis. Then if 
the schizophrenia recurred it would seem, 
on the record, like a neurosis growing into 
a psychosis. In truth, it was a re-activation 
of a psychosis in remission. An adolescent 
might have a-frank schizophrenic episode 
that the patient and family conceal from 
the army, the college or the employer. Then 
the residual traces of the psychosis in re- 
mission are noticed while the patient is in 
the army, at college or at work. If there 
is later a relapse into active schizophrenia, 
a casual glance at the record might suggest 
that the psychosis matured out of a psycho- 
neurosis first noticed in the army, at college 
or at work. . 

A person recovering from or about to 
enter a depressive reaction is of course likely 
to be depressed and this might appear to be 
a psychoneurosis. With psychotic depres- 
sions the general rule is that any previous 
depressive episodes must be construed as in- 
herently part of the psychosis and not as a 
psychoneurosis. An incipient manic attack 
is much less likely to be labeled “‘psycho- 
neurosis,” though it could be considered in 
an early phase as a character or personality 
disorder. 


MISTAKES ARE INEVITABLE 


Repeatedly I have indicated that a set of 
symptoms was called a psychoneurosis when 


it was actually a psychosis. And then I 
absolved the examiner of blame, saying that 
the mistake was inevitable. This sounds 
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like doubletalk but perhaps an analogy will 
clarify what I mean. 

A little girl wakes up with a sore throat. 
She has fever. Her tonsils are inflamed, her 
throat is red. The diagnosis is tonsillitis 
and pharyngitis. Two days later a scarlet 
fever rash appears. Was the first diagnosis 
wrong? No. She had a tonsillitis and a 
pharyngitis and the first diagnosis was cor- 
rect as far as it went. It didn’t go far 
enough because it didn’t tell the whole 
story. The smartest pediatrician in the 
world could not have made the diagnosis 
on the first day since the sore throat was not 
specific for scarlet fever. If blunder means 
negligence, then the doctor did not blunder 
when he diagnosed tonsillitis. So it is with 
many cases where the first symptom irresist- 
ibly suggests psychoneurosis, though later 
events may reveal it, by hindsight, as an 
early stage of psychosis. 


CHAIN OF CAUSATION 


Medicine and the law are both interested 
in the chain of causation. When an attor- 
ney wants to determine whether a disability 
today is the result of someone’s negligence 
last year, he asks if there is an unbroken 
chain of events leading from the negligent 
act to the disability. And he asks if any 
independent intervening factor entered the 
chain. In the present controversy about 
smoking and lung cancer you see a medical 
application of the same doctrine. The to- 
bacco companies argue that in the chain 
from the smoking to the cancer lie other 
items such as the person’s temperament or 
the atmospheric conditions. For instance, 
they say this: Only a person of a certain tem- 
perament smokes excessively. Maybe the 
cancer is associated with the temperament 
rather than with the tobacco. Or they 
point out that smoking is more common in 
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urban than in rural areas; cancer is more 
common in urban than in rural areas; pol- 
luted atmosphere is more common in urban 
than in rural areas; maybe the polluted at- 
mosphere accounts for the chronic lung 
involvement. 

In each instance the apologist seeks an 
independent intervening item between the 
cigarette and the carcinoma. The factor 
of personality or of contaminated atimos- 
phere is “intervening” in that it lies be- 
tween the alleged cause and the alleged 
effect. It is “independent” in that neither 
the personality nor the atmospheric purity 
are caused by the smoking. 

It is hard enough to ascertain the truth 
when we deal with mechanical factors like 
irritation or air pollution. It is infinitely 
harder when we deal with such intangibles 
as personality or emotion. But deal with 
them we must. Let us look at this ques- 
tion of the chain-of-linkage a little closer. 

A piece of plaster falls down from the 
ceiling and hits Mr. A on the head. It isa 
glancing blow and there is no unconscious- 
ness. But he has complained of headache 
and nervousness ever since then. If nothing 
unusual has happened to Mr. A in the in- 
terim, then the chain from the injury to 
the disability is unbroken. The insurance 
company would seek to establish a prior 
cause. If it now appears that Mr. A’s wife 
had died a month before, the plaster fell, 
the company will say that the chain begins 
not with the accident but with the death of 
the wife. The patient would therefore want 
to show that the accident was an independ- 
ent intervening factor, that it cut the chain 
between the death of his wife and his pres- 
ent disability. Suppose, however, that the 
bereavement occurred a month after the 
accident. Now it would be the insurance 
company which would assert that an inde- 
pendent intervening factor entered the 


chain. One of the first steps in evaluating 
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a relationship then is to determine if a 
chain exists, if it is unbroken and if any 
independent factors have intervened. 

This is not as simple as it sounds. What 
complicates it is that life is full of frustra- 
tions. You could dig up some frustration 
in anybody at any time if you wanted to 
sever a connecting chain. Thus a frighten- 
ing explosion makes a person nervous. A 
year later he alleges that a current neurotic 
disability is the result of the explosion. 
The insurance company now fine-combs the 
man’s career between the two dates. If he 
worked, they can easily find some frustra- 
tions at work—everybody has them—and 
argue that these frustrations were independ- 
ent intervening factors. If he didn’t work, 
they can hypothecate that idleness and un- 
employment are emotionally important fac- 
tors and that they cut into the chain. 

Thus the chain-of-causation doctrine, 
which is so useful in law and so reasonable 
with bodily injuries, is hard to apply in 
explaining emotional disorders. In trying 
to trace a line from an earlier psychoneuro- 
sis to a current psychosis we are faced with 
the difficulty that the race of life is a per- 
petual obstacle course with hazards strewn 
on the path every day. 


BRIDGING SYMPTOMS 


When we are asked to relate two events 
widely separated in time we have a right to 
ask whether there is a bridge between the 
two events. Suppose that in 1918 a soldier 
left the army with a diagnosis of “‘mania,” 
and that within a month after his return to 
civilian life this symptom had vanished. 
Suppose you are told now, almost 40 years 
later, that this same man has a psychosis. 
Are these two independent conditions or 
are they related? If you are further told 
that in these 40 years he has had an attack 
of depression or an attack of excitement 





PsYCHONEUROSES WHERE 


PsYCHONEUROSES WHERE 
ANXIETY HAS A BENIGN OUTLET ANXIETY IS DIRECTLY MANIFEST 


Can Psychoneurosis Mature? 


DAVIDSON 


Bopy CHANGES CAUSED 
BY EMOTIONAL CONFLICT 





Conversion reaction 
(hysteria; gross 
loss of function) 


Anxiety reaction 
(frank, overt anxiety) 


Psychosomatic or psycho- 
physiologic reactions 


Depressive reaction 
(melancholia without psychosis) 


Dissociative reactions 
(amnesias, fugues, 
somnambulism) 


reactions 


Obsessive and compulsive 


Phobic reactions 


(fears with great anxiety) 





almost every year, you would say that the 
chain is unbroken, for each psychotic epi- 
sode was a stepping-stone bridging that 40- 
year gap. ; 
But suppose there were no identifiable 


psychotic episodes at all in that period. 
You would then direct your inquiry to the 
patient’s emotional status in the interim. 
If he were a stable, effective person for 40 
years, you would be skeptical about any 


connection. If he were notoriously un- 
stable with numerous wild swings of mood, 
you would say that the bridge had been 
demonstrated. The longer the normal re- 
missions, the greater the gap in the chain; 
and the larger the missing link, the less 
likely the relationship. 

To cite another example: A civilian is 
involved in a holocaust of some sort—say a 
dreadful, tragic fire. Or a soldier is in- 
volved in a frightening battle experience 
... each event occurring, perhaps, in 1951. 
There are no symptoms of any emotional 
disorder for perhaps three years. Then a 
psychosis develops. Some psychiatrists 
would argue that the psychosis was latent 
all that time, buried so deep in the mind 
that it took three years to reach the surface; 
or that the person lived in a state of pre- 


carious instability until some minor event 
triggered the explosion. Others would say 
that the 3-year period of normal behavior 
completely severed the chain—that is, no 
bridge could be found between the trauma 
of 1951 and the first overt mental symptom 
of 1954. 

This problem of bridging symptoms 
comes up all the time. There is Mr. B, 
who says that his multiple sclerosis, which 
manifest itself in 1955, is related to a spinal 
anesthesia or to a lumbar puncture that 
he had in 1945. If he can show repeated 
pains in the legs, difficulty in walking and 
increasingly obvious neurologic signs in the 
interval, then you can see the bridge. If he 
could walk and move normally in that en- 
tire 10-year period, then in all common 
sense the chain has been severed. 

One hears a good deal of theoretical ob- 
jection to this thesis. It is pointed out that 
not all people react overtly at first, that 
many bury their emotions, that long-buried 
emotions can smoulder for years and that 
the mere absence of obvious symptoms 
should not be construed as severing the 
chain of connection. And in theory this is 
indeed true. But in operation this position 
is untenable. If an event can cause nervous 
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symptoms five years later—assuming normal 
behavior in the interim—why not eight 
years later? Or 10 or 20 years later? All 
experience makes an impact. If one can 
select a traumatic experience of five years 
ago as the cause of the psychosis, then why 
not select one of 10 years ago? Consider 
an 85-year-old man, now in his dotage, de- 
mented and deteriorated. In 1898 he was 
on the battleship Maine when it blew up in 
Havana harbor. Surely so grievous an ex- 
perience must have left a permanent scar 
on the psyche! Is not today’s mental dis- 


order the delayed action of that 1898 
trauma? Can one deny the emotional im- 
pact of that catastrophe on its surviving 
victims? 

Once you buy stock in the “buried- 
trauma” theory, you must insist on bridging 
symptoms or be forced into such absurdi- 


ties as this. People suffer frustrations and 
anxieties every day. If one is to indict 
these without any bridge between them and 
the current symptoms then indeed one can 
always go back to the primordial proto- 
plasm where is written man’s destiny to be 
always frustrated. 

When asked to relate an earlier psycho- 
neurosis to a current psychosis one has the 
right to look for bridges over the longer 
gaps in the history. Too large an un- 
bridged gap must sever the chain. This 
may wreak an occasional individual hard- 
But to do otherwise is to outrage 
common sense. 


ship. 


SUMMARY 


In appraising the relationship between a 
current psychosis and an earlier psychoneu- 
rosis, the following points may be helpful: 
1. It is extremely unlikely that an organic 
psychosis could develop out of a psycho- 
neurosis. 
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2. Psychosomatic and _psychophysiologic 
disorders hardly ever mature into psychoses. 


3. Conversion reactions are not likely to 
mature into psychosis because the massive 
disability protects against an anxiety-pro- 
voking situation. 

4. A neurotic dissociative reaction rarely 
leads to psychosis because it provides a safe 
outlet for anxiety. However, in the early 
stages of a psychosis some of the symptoms 
may seem to be neurotic dissociations when 
more careful study would show the~ to be 
schizoid splittings. 

5. An anxiety reaction may be a precursor 
of a psychosis and a pre-psychotic anxiety is 
indistinguishable at first from neurotic anxi- 
ety. The anxiety does not mature into 
psychosis, however; the patient retreats from 
a neurotically anxious to a_psychotically 
anxious way of coping with his problem. 


6. There is no sharp frontier between neu- 
rotic and psychotic depressions. Since de- 
pressions tend to be recurrent or periodic, 
the relationship is not one of maturing but 
of remission and relapse. 


7. The early bewildered apathy or perplex- 
ity of a schizophrenia may mimic a neu- 
rotic depression. 


8. Obsessions, compulsions and_ phobias 
may be precursors of psychoses. 


9. Some schizophrenics have a long “am- 
bulatory” or “pseudoneurotic” phase. Dur- 
ing that period they may be erroneously 
but understandably labeled “neurotic.” 


10. During remissions a psychotic patient 
may have residual symptoms which seem 
neurotic. 


11. By the term “functional psychoses” is 
understood a disorder such as schizophrenia 
or manic-depressive psychosis, where no 
cause is known. The other psychoses, such 
as senile dementia, paresis or alcoholic psy- 





choses, are Organic disorders in that the 
cause is organic brain damage. As a gen- 
eral rule, a person does not have two inde- 
pendent functional psychiatric disorders in 
one lifetime. Hence as a general rule a 


functional psychosis bears some relationship 
to a pre-existing psychoneurosis. 


12. Under two conditions a psychoneurosis 
might be unrelated to a subsequent func- 
tional psychosis. One condition is that a 
very long symptom-free period existed be- 
tween the two. For example, it is unlikely 
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that a manic attack in 1955 is related to a 
conversion paralysis of a leg in 1925 if in 
between there were no psychiatric symp- 
toms. The other condition would be a 
major emotional crisis in the interim. Or- 
dinary frustrations, however, will not sever 
the connecting chain since all life is a series 
of frustrations. 


13. To relate a current functional psycho- 
sis with a much earlier psychoneurosis some 
psychiatric symptoms should be shown 
bridging the time-gap. 








RICHARD M. BRANDT, Epb.D. 


Self: missing link 
for understanding behavior 


Self is gradually becoming recognized as 
one of the most useful, integrative concepts 
yet developed for explaining behavior. It 
has far-reaching implications for teaching 
and therapy, for guidance and social work, 
for any field where human behavior is im- 
portant. 

Until now, however, most statements re- 
garding the topic of self have been obscured 
by the technical jargon of the particular 
school of theory in which they were written 
and therefore have received less attention 
than they deserve from teachers, mental hy- 
gienists and case workers. As a general ex- 
position concerning self, this article repre- 
sents an attempt to rectify this situation. 
It is organized around the treatment of 
four topics: relationship of self to behavior, 
characteristics of self, development of self 
and the teacher’s role in effecting self- 
reorganization. 

Cannot behavior be explained from a 
knowledge of physical functioning and cul- 
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tural forces? Based on the present state of 
scientific knowledge, the answer is no. De- 
spite similarities of constitution and en- 
vironment (even these factors only approach 
similarity in real life), the stream of life 
experiences is unique for each individual. 
A brief look at the history of psychology may 
clarify the reason why a theory of behavior 
which omits the self-processes is inadequate. 
During the first three decades of the 20th 
century when psychology was becoming a 
science the stimulus-response school of 
thought dominated both psychology in 
general and educational psychology in par- 
ticular. Behavior was thought to be pri- 
marily a reflection of outside stimuli im- 
pinging on the individual and could be 
symbolized readily by the formula S>R. 
Determining which S’s (stimuli) most often 
produced particular R’s (responses) was the 
accepted procedure for explaining behavior. 
Changing behavior (learning) seemed to be 
accomplished best by exposing people to 
the most suitable S’s for the R’s desired. 
As a result, educational methodology and 
research put great stress on the study of 
various drill and demonstration techniques 





and on workbook and textbook formats for 
their effect in producing desired responses. 
Studies by the hundreds were made of the 
vocabulary in textbooks, of the numbers in 
arithmetic books and of the problems in 
science workbooks to determine their appro- 
priateness to the educative process. Word- 
difficulty lists were established so that text- 
books could be compared scientifically with 
each other. The stimuli of education re- 
ceived a careful screening. 

This was the heyday for those who 
thought of education as a bag of tricks 
which teachers used for training children. 
One might well wonder if children were 
considered important, at least from a sci- 
entific viewpoint, mainly because they indi- 
cated the value of particular stimuli. Fol- 
lowing exposure to the stimuli they either 
did or did not respond correctly. The 
higher the proportion of children who re- 


sponded correctly, the more successful the 
particular teaching technique was judged 
to be. Little thought seemed to be devoted 
to the question of why some children 
learned acceptable responses more readily 
than others or why some children did not 


acquire them at all. Such concerns were 
often dismissed with statements regarding 
the innate differences in children’s mental 
capacities. The educational spotlight was 
focused on the specifics of what was to be 
taught (subject matter) at each grade level 
and how it was to be taught (method), the 
desired responses and most suitable stimuli 
of education. Philosophers and educational 
policy-makers occupied themselves with de- 
termining the former, psychologists and 
educational experimentalists with the latter. 
Teachers shared in both these activities. 

The fault in these activities for explain- 
ing and affecting behavior profoundly was 
not in what educators were doing but in 
what they were not doing. The formula 
was too simple. 
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Realizing the shortcomings of the form- 
ula, a few psychologists inserted a new sym- 
bol into it. S-++>O-—R. The O stood for 
organism or, more correctly today, self or- 
ganization. They reasoned that the same 
stimulus meant different things to different 
people and that variation in response should 
be expected because of variation in the 
meanings of a stimulus. For instance, men- 
tion of a common word like “light” may 
stimulate any of the following thoughts: 
color, weight, wine, touch. An artist re- 
members the blinding light of a desert sun 
which he tried to capture on a recent canvas. 
A boxer recalls his disqualification before 
an important match because he was not 
light enough. A connoisseur of rare vin- 
tages relives for a moment his happy trip 
to Bordeaux. A. pianist or a pickpocket 
reflects on the merits of a delicate touch in 
his chosen vocation. The story is told of 
the Easterner who while riding as a pas- 
senger in a car driven by a Westerner saw a 
tumbleweed roll into the road ahead. Un- 
familiar with tumbleweeds, he thought the 
object was a boulder, became panicky and 
tried to grab the wheel. Fortunately his 
companion, who had seen tumbleweeds 
many times, realized what was happening 
and averted disaster by pushing his fright- 
ened companion away from the wheel. The 
experience these men brought to the situa- 
tion colored their perceptions of it quite 
differently. 

The O of the formula has become in re- 
cent years an increasingly important part 
of psychological theory and investigation. 
More attention than ever before is being 
paid to such topics as interests, values, atti- 
tudes, drives, needs, levels of aspiration 
and self-concepts. It is clearly recognizable 
that these are characteristics of organisms 





1 Donald Snygg and Arthur Combs, Individual Be- 
havior, New York, Harper & Brothers, 1949, 14. 
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themselves rather than forces which sur- 
round them. The self consists of such phe- 
nomena as these. 

Today personality, 7.e., self, is one of the 
most studied subjects in psychology. Al- 
most every current book explaining be- 
havior either proposes or assumes a theory 
of personality, a description of the O in the 
formula. With Freud the O takes an id- 
ego-superego form and has conscious, un- 
conscious and preconscious aspects to it.? 

In contrast to this, Snygg and Combs de- 
fine the O as a phenomenal field, 2.e., all 
that a person is aware of at a particular 
moment, with a phenomenal self as its psy- 
chological center. Lecky describes the O as 
a system of values which seem to the person 
possessing them to be consistent with each 


other.4 Prescott defines the O as the or- 


ganization of meanings which have been 
derived from past experiences. These mean- 


ings take such forms as explanatory con- 
cepts, codes of conduct, attitudes, values 
and goals.5 The significance of these the- 
ories cannot be judged from their lack of 
agreement. (Actually they are much more 
similar than superficial inspection indi- 
cates.) Their importance lies in their in- 
dication of a great interest which modern 
psychologists have for the O of the formula. 
The trend is toward making the O the 
largest, most significant symbol in the form- 
ula: s+ O- sr. Phenomenologists would 
even eliminate the S, claiming that behavior 
is determined entirely by the nature of the 
phenomenal field (O) at the moment of ac- 





2Sigmund Freud, An Outline of Psychoanalysis, 
New York, W. W. Norton, 1949. 

8 Snygg and Combs, op. cit. 

4 Prescott Lecky, Self-Consistency, New York, Island 
Press, 1945. 

5 Daniel A. Prescott, Children and the Educative 
Process, New York, McGraw-Hill Book Co., 1957 


(in press). 
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tion, that outside stimuli (S) are accepted 
or rejected and distorted in accordance with 
the state of this field and therefore have no 
validity of their own. 

Teachers likewise began to realize that 
the old formula was too simple. They 
found that children responded quite differ- 
ently to the same stimuli. They observed 
that a particular teaching technique had a 
variety of effects on children and that these 
different effects were not always related to 
the “inherited capacities” of youngsters to 
learn. Books, for example, were eagerly de- 
voured by some children but seemed to con- 
tain little of interest for other equally alert, 
intelligent children. Through trial and 
error teachers found that varying their tech- 
niques assured greater success than adher- 
ing to any single teaching procedure. They 
also discovered that classroom behavior 
could not be understood without knowing 
something about each child and how he 
perceived himself and the world about him. 
An illustration may serve to clarify this 
point: 

The setting is a 5th-grade classroom. 
Three boys have been “cutting up” and in 
the process have managed to spill a can of 
paint on the nearly-completed mural the 
class has been making for the school’s 
Christmas festival. Livid with rage, the 
teacher reprimands them severely in front 
of the entire class. Among other things she 
calls them stupid, disloyal and irresponsible. 
She threatens to make them do the mural 
over after school. 

Because she does noi single out any one 
boy for chastisement, one can assume the 
external stimulus is the same for the three 
boys. Yet their responses are different be- 
cause different self-concepts are involved. 
One boy responds with only a shrug of his 
shoulders. Through many similar experi- 
ences in his five years of schooling he has 
learned to see himself as a person who does 





not do what is required, who gets into 
trouble, who is stupid and a failure by 
school standards. This latest experience fits 
perfectly the picture he already has of him- 
self and consequently produces little re- 
sponse. A second boy similarly shows no 
overt reaction; yet within him hot resent- 
ment flames up at being called stupid and 
irresponsible. Unlike the first boy his pre- 
vious school experiences have been success- 
ful, happy ones. Being interested in biog- 
raphies and _ identifying himself with 
George Washington, his hero at the mo- 
ment, he sees himself as he perceives Wash- 
ington—strong and silent in the face of 
adversity, one who “can take a beating and 
face it like a man.” If in the heat of his 
anger he forgets this idea for a moment and 
blurts out some excuse for his action, he 
rationalizes to himself that even Washing- 
ton stood against injustice and fought for 
what he thought was right. Only by such 
rationalization can he protect his image of 
himself as a Washington. The third boy 
responds still differently. A leader in physi- 
cal activities on the playground, he has 
often played the role of bully among his 
classmates. He sees himself as a tough 
character whom “nobody pushes around 
and gets away with it,” even a teacher. 
Therefore he argues with her over her re- 
marks and claims that the paint can should 
not have been left near the mural. When her 
back is turned but when all the children 
can see, he sticks his tongue out at her. 
One stimulus but three self-concepts and 
three different responses—this is the rela- 
tion of self to behavior. 


CHARACTERISTICS OF SELF 


In thinking more explicitly about the exact 
nature of self, one may well begin viewing 
man as organization—organization of the 
dynamic forces which make him what he is. 
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Clearly he is a physical organism, a complex 
arrangement of electrons and protons, atoms 
and molecules, protoplasm and cells, or- 
gans and systems, all functioning interre- 
latedly and as a whole. He can be visual- 
ized also as part of a larger complex of 
forces, the socio-physical environment 
which surrounds him and is affected by 
him. From the interaction of organism 
and environment, a third set of forces 
evolves, the psychological. To this, as it 
emerges within one individual, some people 
assign the term personality. Others prefer 
the term self because it connotes more of 
the idea of inner organization and seems 
less to be confused by layman’s usage. 

Because self (personality) has organiza- 
tion as a main feature some of its other 
qualities can be discussed by comparing it 
to other perhaps more obvious forms of 
organization. Schools may well serve the 
purpose. 

One school differs from another because 
the elements of which it consists are differ- 
ent. By elements is meant the personnel, 
the physical plant, the equipment and ma- 
terials, and all the other items which to- 
gether make up the school. Because no 
two people are alike at least the personnel 
elements of the two schools differ; there- 
fore the two organizations are distinct. 
Similarly any two self organizations differ 
because of variations in the constituents: 
attitudes, values, goals, memories, experi- 
ence and so forth. 

In school, as in self organization, one 
finds a hierarchical order of significance to 
the various elements. Some elements are 
more important, more widely influential 
than others. For instance, a principal usu- 
ally exerts a greater influence on the school 
than does a substitute teacher, though both 
contribute to its functioning. In like fash- 
ion, general feelings of adequacy and se- 
curity have a more profound effect on self 
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organization as a whole than do such rela- 
tively specific elements as preferences for 
Fords over Chevrolets or for gas stoves over 
electric ranges. Although the elements seem 
to exist in a hierarchy of significance, it 
should not be assumed that what is at the 
top in one self organization is equally placed 
in another self organization. What is a 
high-level value for one person may be only 
moderately important to another and of 
little consequence to still another. In our 
culture there are few people who do not 
desire material wealth; yet some sacrifice 
personal integrity, even chance death, for 
it while still others put forth relatively 
little effort to attain it. Similarly, some 
principals are much more influential than 
others in their respective schools. 
Another characteristic of all organiza- 
tions, including self, is stability. If a new 


principal attempts to change school policies 


and procedures overnight, resistance and 
possibly bedlam result. The principal may 
find himself out of a job. A change in ele- 
ments must overcome the inertia of organ- 
ization. Many a man who looks back at 
what he was ten years ago finds that some 
changes have occurred in the interim; yet 
he still holds to many of his former beliefs, 
interests, patterns of behavior. His hair 
may be sparser and his figure altered but on 
reacquaintance with old friends he hears, 
“You're the same old Bill. You haven't 
changed a bit.” And in many respects he 
hasn't. Preservation of the self and main- 
tenance of personal identity seem to underly 
much psychological functioning and overt 
behavior. 

Closely related to stability is the char- 
acteristic of integration or inner consist- 
ency. Without this quality there is no 
smoothness of functioning to the organiza- 
tion. The elements are in conflict with 
each other and the organization lacks unity. 
Such a state exists in schools where everyone 
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is expending energy in battling each other 
and in going his own separate way. The 
accomplishments of traditional teaching in 
one classroom are annulled by those of 
progressive teaching in another to such an 
extent that the school as a whole stands 
for nothing. Variety may be the spice of 
life but too much of it causes dissolution 
of organization. 


INNER CONSISTENCY 


These statements can be applied to self 
also. When inconsistent values exist within 
the self, psychological functioning is com- 
partmentalized and behavior often fluctu- 
ates first in one direction, then in another. 
Operating according to one set of values 
conflicts with other sets of values, and ten- 
sion (anxiety) mounts. People may desire, 
for instance, many of the material products 
of our culture—television sets, vacuum 
cleaners and automobiles. To gain the 
money necessary to purchase these items 
they may decide that everyone in the family 
needs a job. Father works nights because 
the best job is available then, mother works 
days and the children work after school and 
on weekends. But this practice breaks up 
family life, which they also value highly. 
Realization of this effect after awhile may 
cause them to alter their everybody-works 
plan and to forego some of their material 
wants. The real conflict in this instance is 
within the self and centers around establish- 
ment of a clear-cut hierarchy of importance 
for the elements. The self is full of such 
conflicts between separate desires, needs, 
roles and expectancies. The need to recon- 
cile these conflicts and to attain some unity 
is another dynamic which underlies be- 
havior. It represents a reason why self is 
never completely stable, why change is al- 
ways taking place. Constantly occurring 
new experiences must likewise be internal- 





ized within the self structure. These too 
involve conflict and change. Some theorists 
therefore prefer to think of self as an or- 
ganized, organizing set of processes—and 
perhaps rightly so—rather than a system of 
elements. The latter is a more static con- 
cept unless the dynamic, shifting quality of 
the elements is emphasized. 

At least one other characteristic is worth 
mentioning. This has to do with the 
reality of the elements. Just as some schools 
are more effective than others in promoting 
the development of boys and girls, some self 
organizations are more rooted in reality 
than others. Variations exist in the effec- 
tiveness with which the self is related to the 
world around it. Those who saw the movie 
“The Secret Life of Walter Mitty” may re- 
call how separate Mitty’s dream world be- 
came with respect to the world of actuality. 
One may well argue that there is little dif- 
ference between the psychotic person who 
lives in his world of fantasy and the creative 
genius who sees and discovers things that 
others before him have never seen. Per- 
haps the main difference is that once the 
insights of the genius are put before the 
public others can perceive the same insights 
and understandings. It took time but other 
physicists were able to test out and accept 
the revolutionary ideas of Einstein. The 
private world of self must somehow be in 
communication with and related to the 
world of selves which surrounds it. A 
youngster realizes to a greater or lesser de- 
gree things that others realize, t.e., that his 
friends think he is bossy or that he strikes 
out more than any other fellow on his base- 
ball team. His self is to some extent 
realistic with respect to his physical-social 
environment. 

As has been implied, there are vast indi- 
vidual differences between separate self or- 
ganizations involving each of the charac- 
teristics discussed. Some self organizations 
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are more complex than others and include 
many more elements. Very few, if any, of 
the elements themselves are _ identical. 
Some self organizations are much more 
stable than others even to the point of be- 
ing rigid. Some are more highly integrated 
and efficient in their functioning. Some are 
more realistic. Individual variation in ob- 


servable physical features is small when 
compared to differences in self organization. 


DEVELOPMENT OF SELF 


Self emerges from the interaction of physio- 
logical and sociological factors. Perhaps a 
case history will best illustrate this process. 
At the time this history was recorded Betty 
Burrows was 14 years old and in the ninth 
grade of a junior high school. She was 5 
feet 8 inches tall and weighed 137 pounds. 
She had menstruated at 11 and at 14 had 
about completed the growth cycle. Physi- 
cally she had reached womanhood. Yet her 
parents treated her as a little girl. Accord- 
ing to Betty’s report her mother thought she 
still ought to be playing with dolls. Her 
father thought it sinful for her to attend 
movies or dances. In gym classes at school 
she was encouraged to dance with 9th-grade 
boys who were several inches shorter than 
she. Boys and girls whose interests and devel- 
opment were equivalent to hers had long 
since left junior high school. Her mental 
capabilities were superior but her school 
grades were mediocre. Sheexpressed little in- 
terest in school work. She was forced to drop 
art, the only course in which she seemed in- 
terested. Deriving no satisfaction from a 
highly restrictive environment which was 
completely out of step with her develop- 
mental level, Betty resorted to “nonaccept- 
able” ways of gaining attention and 
enhancing herself. She seemed to take de- 
light in shocking people. One day she re- 
portedly drank a coke after taking aspirin 
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because she heard this would make her 
drunk. Either she actually became drunk 
or she put on a good enough act to convince 
people of it. She upset the school nurse 
another day by volunteering to bring a 
marijuana plant to class for the project on 
narcotics. 

An early maturer caught in a web of 
home and school pressures geared only to 
chronological age, Betty formed pictures of 
herself and the world about her that were 
anything but conducive to sound develop- 
ment. The following statements, which 
she made to a guidance counselor near the 
end of the year, illustrate some of the wor- 
ries and concerns that made up her develop- 
ing self organization: “I am taller than 
you but I don’t believe I look any taller. I 
quit letting them measure me when I got to 
be 5 feet 8 so I don’t know exactly how tall 
I am and I don’t want to... . They think 
I am nuts around here but honestly some- 
times I think I will go crazy cooped up with 
all those little kids all day. Sometimes I run 
every step of the way home at noon and 
every step of the way back because I think 
I will pop if I don’t.” 

Fortunately, the school counselor under- 
stood Betty’s predicament and began ac- 
cepting her as the mature young woman she 
actually was. Adjustments were made in 
Betty’s high school program the next year 
with the result that she eventually became a 
popular, successful student. Feelings of be- 
ing out of step with the world and concern 
over her growth were alleviated as she re- 
ceived acceptance and understanding from 
the counselor. The self known as Betty 
Burrows was a product of the interaction of 
biological and cultural factors and in turn 
affected those factors. 

Understanding self must of necessity grow 
out of awareness of the physiological and 
sociological processes from which it arose 
and to which it is always related. Self is 
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like a river, which owes its vitality both to 
the physical properties of water and the 
geography of the surrounding countryside. 
No two rivers are exactly alike; yet all obey 
the law of gravity and flow down hill. None 
can support a solid brick or steel bar. In 
the same way man’s patterns of behavior do 
not ordinarily include living under water 
or in trees because he does not inherit the 
anatomical equipment of fish or monkeys. 
As rivers vary in size with the amount of 
water they contain, man’s physical make-up 
likewise varies—some people are short, 
others tall; some strong, others weak; some 
are predisposed to hemophelia, mental re- 
tardation or fits, others not so predisposed. 
Constitutional factors are many and varied. 
They contribute to the developing self or- 
ganization as they affect the experiences the 
person has. The analogy can be continued 
as one considers environmental factors. In 
the Colorado Rockies are seen fast flowing 
brooks marked by clear pools, erupting 
rapids and picturesque waterfalls. In the 
low flatlands of the South are found sluggish 
silt-laden rivers; a current is scarcely visible. 
Just as geography differences can be seen in 
the individuality of rivers and streams, so 
culture differences are refiected in self dif- 
ferences. For example, in Hopi and Zuni 
Indian societies youngsters are taught to be 
peace-loving, generous and cooperative; in 
Dobuan and Mundugumor societies they 
are expected to be warlike, highly competi- 
tive and individualistic. 

Each culture is organized around certain 
standards of conduct, common beliefs and 
expectations for its young. The family, the 
school, the community and the peer group 
reward and punish on the basis of how well 
a youngster behaves in accordance with 
these mores and expectations. This is in 
part the socialization process. It is also the 
process by which the child becomes a person 
and develops an individuality. In the 





American culture how much rejection does 
a strapping lad of 16 with broad shoulders 
and towering physique experience if he 
doesn’t at least try out for the team? The 
self he becomes is the result of experiences 
he has, and they in turn are an outgrowth 
of both his physical make-up and the culture 
that surrounds him. 


THE TEACHER’S ROLE IN 
EFFECTING SELF REORGANIZATION 


In the earlier sections of this article the 
relation of self to behavior, specific charac- 
teristics of self and the development of self 
were discussed. One important question re- 
mains. What implications for effecting 
change in the self organizations of other 
people can be drawn from a knowledge of 
self characteristics and functioning? Self 
has been described not as a physical entity 
but, like the X of algebra, as a construct 
standing for the unknowns of behavior. 
Surely, if this construct is to be useful, in- 
ferences can be made from it regarding 
classroom methodology and_ therapeutic 
practice. 

As a partial attempt to answer this ques- 
tion, six hypotheses regarding self function- 
ing are stated below. Procedures which 
these hypotheses may suggest will be illus- 
trated, although for the most part they must 
be left to the reader to work out in accord- 
ance with his own self organization. They 
are presented here only to provoke further 
thinking regarding the answer to this 
question. 


1. The urge to learn seems to be inherent 
in the human organism. One does not have 
to look further than the exploratory be- 
havior of young children to find evidence 
for this hypothesis. The eagerness they ex- 
hibit in exploring new objects and in try- 
ing out new skills seems proof enough. But 
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preadolescents with their endless questions 
about how things work and adolescents with 
their undercover discussions of sex and the 
meaning of life provide even more evidence. 
At whatever level of development one con- 
siders, human beings manifest a burning 
curiosity, a tremendous urge to find out. 

Somehow school people have failed to 
take full advantage of this natural tendency 
to know. Many times junior high teachers 
have stated, “They don’t have an idea in 
their heads. Ask them to plan and they 
just sit without a single idea.” This does 
not have to happen nor does it always 
happen. In schools where it does not hap- 
pen incentive devices such as gold stars have 
been replaced by allowing children to work 
on matters with which they are naturally 
concerned and by encouraging them to sug- 
gest and plan their activities rather than 
merely follow directions of the teacher. 
This is not to say that what the teacher 
thinks is unimportant. It is to say that edu- 
cators must find better ways than those often 
used for relating things with which children 
are already concerned to things that teach- 
ers consider important. During the stimu- 
lus-response era educators concentrated so 
much on outside stimulation that they for- 
got to find out what motivated youngsters 
intrinsically and how these matters were re- 
lated to what they wanted done. 


2. People strive toward feeling comfortable. 
If they genuinely attempt to trace back 
likes and dislikes to their origins, people 
often recall one or more experiences which 
were accompanied by feelings of comfort or 
discomfort, satisfaction or dissatisfaction. 
A rather polished speaker does not like to 
lecture in a particular town. Several years 
ago a speech he made there, he felt, “really 
flopped.” Although he has made several 
other speeches there since that time, he still 
prefers to talk elsewhere. Strong feelings of 
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discomfort have persisted in the form of a 
preference to speak elsewhere. 

Feelings and emotions are a part of all ex- 
perience. Elements of the self therefore are 
emotionally loaded, as reflected in attitudes 
toward school and home, toward other 
people and self, toward reading and base- 
ball, and so forth. Children learn more 
than facts and ideas; they learn to like and 
dislike. A youngster who is made to feel 


uncomfortable in reading classes time after 
time, possibly because he lacks the skills to 
read as successfully as others, may continue 
to resist reading even after he develops these 
skills. He may require numerous personally 
satisfying experiences to overcome this re- 


sistance. Many teachers are therefore con- 
centrating on eliminating threat and 
making children feel psychologically com- 
fortable in the classroom. Threat produces 
defensiveness and inhibits self reorganiza- 
tion. Successful teachers are becoming in- 
creasingly alert to the way children feel 
about the experiences they are having. 


3. Acceptance helps a person to grow and 
change. With acceptance a person learns to 
trust himself and to have faith in his own 
efforts to learn. 

Rejection, on the other hand, has two pos- 
sible outcomes: Either the rejector is re- 
jected in return (often along with whatever 
he stands for) or inner growth is inhibited. 
In the latter instance, fear or some incentive 
device may make it seem as if change has oc- 
curred within the self when it really has not. 
So many facts learned in the spring have 
been forgotten by fall. The test of class- 
room discipline must be made when the 
teacher is out of the room. Are not teach- 
ers depending too much on external motiva- 
tion to the neglect of such a powerful force 
as acceptance? 

Real change involves frustration because 


it means self reorganization. But when 
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personal threat is added to a learning situa- 
tion the frustration often is too great and 
growth is stopped. Such frequently heard 
comments as ““That’s been tried before” and 
“You can do better than that” need to be 
evaluated, in light of the individual con- 
cerned, as to how much personal threat they 
represent. A fine line, almost a shading, 
exists between challenge and threat. It is 
suspected that external evaluation produces 
more of the latter than is often realized. 


4. Changes in self depend on changes in 
perception. Perception changes most readily 
in an accepting yet stimulating atmosphere 
where freedom exists to explore varigus 
viewpoints and to attach personal meaning 
to new insights. An interesting talk often 
stimulates new thoughts but unless it is fol- 
lowed by full opportunity for discussion 
most of these thoughts remain half-formed 
and produce little permanent change in the 
listener. The dormitory bull-session often 
has a more lasting effect than the classroom 
lecture. 

The success of the group process as a 
medium for affecting self results both from 
the stimulation one receives from hearing 
many sides of the same question and from 
the personal involvement one experiences 
in contributing ideas of his own. New ideas 
seem to “‘stick” best when the perceiver him- 
self can state them in his own words (or at 
least think through them in his own terms). 
It is not uncommon to hear group members 
saying, “Is this what you are saying?” or 
“I believe we have the same idea. Would 
you check me on this statement of it?” Per- 
ceptual change results from such discus- 
sions, in which no one person is expected to 
have all of the answers and all are en- 
couraged to contribute. The increasing use 
of classroom show-and-tell periods indicates 
that educators are aware of the value of 
group process. Group process does not need 





to be restricted to certain periods of the 
day, however. It can—and in many schools 
does—represent a new approach to the total 
educative process, one which markedly 
changes self organization. 


5. An individual strives toward consistency 
and integration of the self. This hypothesis, 
the heart of Lecky’s theory of personality, 
may well be discussed by using one of his 
illustrations. He describes a youngster who 
despite considerable intellectual ability was 
a poor speller. Knowing that the boy saw 
himself as a rather independent person, 
Lecky managed to convince him that not 
being able to spell accurately made him de- 
pendent on others for help. The boy saw 
his own inconsistency in self valuation and, 
was thereby forced to modify one of his self 
perceptions. Because feeling independent 
was more important to him than being un- 
able to spell, he began to think of himself 
as someone who could spell. His spelling 
improved rapidly as he strove to prove this 
fact to himself and thereby to maintain 
a picture of himself as an independent 
person.® 

From an outsider’s point of view every 
self has inconsistent elements within it. The 
person himself, however, is unaware of most 
of these inconsistencies. If outsiders can 
bring these inconsistencies into awareness 
in a non-threatening way, self reorganiza- 
tion occurs. The lower-level element 
within the hierarchy of self organization is 
generally altered so as to preserve the 
higher-level element. It is possible, of 
course, for modifications to take place on 
both levels. 


6. Significant change in behavior occurs 


only with change in self. Despite the 





6 Lecky, op. cit., 103-105. 
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handicap of large classes of 30 or 40 
youngsters, a truly successful teacher deals 
with each as an individual. By itself the 
practice of grouping children does not ac- 
complish his aim. The teacher is concerned 
with the separate self organizations repre- 
sented in his classroom and he knows the 
elements in each. He provides acceptance 
for youngsters. He is aware of individual 
perceptions and of inconsistencies within 
each self. He has faith in children’s willing- 
ness to learn. He realizes fully that effec- 
tive teaching takes place only when changes 
occur within the self. 
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Trial visit: a case study of 


placement of a psychiatric patient 


in the VA foster home program 


Foster home care as a method of helping 
selected patients leave the hospital although 
they do not have suitable family situations 
to which they imay return is an established 
procedure in the treatment and after-care 
of the psychiatrically ill. Its effectiveness 
has been demonstrated again and again in 
the foster home programs being conducted 
by several states and in many of the VA 
neuropsychiatric hospitals. 

Preliminary explorations were under- 
taken at the VA Neuropsychiatric Hospital, 
Montrose, N. Y., in 1952 for the placement 
of patients in the foster home trial visit pro- 
gram. With the active support and en- 
couragement of the hospital manager and 
the chief of professional services, consider- 
able interpretation and planning involving 
nearly every part of the hospital community 





Mr. Fisher is chief of social work service in the VA 
Hospital at Montrose, N. Y. Mr. Hirsch was for- 
merly case work supervisor there. 
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had to take place before our attention could 
be focused on the placement of our first 
patient. It was also necessary to devote 
much effort to the education of the com- 
munity outside the hospital to gain at least 
some beginning acceptance of the program 
and to enlist support and active participa- 
tion. Important assistance in the public re- 
lations aspect of the program was given by 
all levels of the hospital staff from the 
manager to the psychiatric aides. Of par- 
ticular help was the special services depart- 
ment, which encouraged the interest and 
participation of hospital volunteers. As the 
hospital in its variety of relationships with 
the surrounding areas has developed a 
larger measure of acceptance of its part in 
the life of the community there has been 
a corresponding growth in the availability 
of potential foster homes for our patients. 
However, the time-consuming, difficult and 
often frustrating job of home-finding, which 
requires much initiative and follow-up by 





the social worker of even the slightest possi- 
bility, remains a continuing problem. Out 
of this beginning our current practice, de- 
scribed below, has evolved. 

Referrals of prospective patients may 
come from several sources. Occasionally, 
particularly as the program has become 
better known, patients refer themselves. 
The ultimate selection of patients for par- 
ticipation in the foster home trial visit pro- 
gram rests with the ward psychiatrist and 
the medical staff conference in which all 
members of the psychiatric team take part. 
Once the selection has been made the foster 
home social worker begins planning with 
the patient toward placement in a home. 
The home selected should not only meet 
the patient’s needs but should also provide 
a therapeutic setting in which further im- 
provement in his condition may be ex- 
pected. Because of the strong sense of se- 
curity afforded the patient by the hospital 
environment, separation from it is often 
most difficult. This is an inherent problem 
in some degree for most patients, but par- 
ticularly for one long hospitalized. Case 
. work interviews and the cooperative effort 
of other members of the psychiatric team in 
motivating the patient may be necessary 
over a period of weeks, months and even 
longer, before the patient is ready to take 
this important step into the community. In 
instances where employment is an important 
consideration, planning is coordinated with 
the counseling psychologist. 

Through an educational and interpreta- 
tive process the entire hospital staff as well 
as organizations and individuals in the com- 
munity are interested in the program. Home 
finding nonetheless is the responsibility of 
the foster home social worker. Referrals of 
prospective homes come from many sources 
and are channeled to the foster home 
worker. Upon receiving the referral, the 
social worker arranges to visit the home and 
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interview the applicants. An evaluation is 
made of the physical setting, the personali- 
ties of the family members and their motiva- 
tions for wanting a patient. In the process 
of home-finding, several homes may be 
studied before a suitable one is found for a 
particular patient. 

Potential foster families must be evalu- 
ated in terms of their own stability, their 
interest in patients and their understanding 
and appreciation of the problems in com- 
munity adjustment faced by the psychiat- 
rically ill. A series of several interviews 
with the prospective family by the social 
worker both in the home and at the hospital 
may be necessary before the members of the 
family, individually and as a group, are 
ready to take on the responsibility of hav- 
ing a patient live with them. This readi- 
ness must be reinforced from time to time 
as problems arise while the patient is in the 
home. 


APPROVING THE HOME 


Tentative approval of the home for the 
potential placement of patients may be 
made by the foster home social worker and 
his supervisor after careful review and with 
psychiatric consultation as indicated. Final 
approval of the home for a particular pa- 
tient is a decision of the medical staff. Of 
paramount importance is the degree to which 
the patient can be encouraged to partici- 
pate actively in the selection of his own 
prospective foster home. After placement 
the social worker, in conjunction with the 
psychiatrist, takes responsibility for visiting 
the home, supervising the patient, working 
with the foster family and, when indicated, 
with the patient’s own family. The leader- 
ship and initiative which the psychiatrist 
exercises in referring suitable patients for 
placement and in actively participating in 
the medical supervision during the foster 


35 





home trial visit is of extreme importance to 
the success of the program. 

The following case study illustrates some 
of the process in placement and supervision 
of patients in the foster home trial visit pro- 
gram as well as the problems involved at 
each step for the patient and for the foster 
family: 

Mr. L is a 27-year-old, single, World War 
II veteran who was transferred to the Mont- 
rose VA Hospital in 1952. At the time of 
placement in the foster home program he 
had been hospitalized continuously for 
nearly seven years. Mr. L’s initial admis- 
sion resulted from a court commitment on 
a charge, later dropped, of impairing the 
morals of a minor. This incident caused the 
patient real concern, as will be brought out 
later, when placement in a foster home was 
being considered. When first admitted to 
a hospital he was acutely disturbed and 
assaultive. His diagnosis was schizophrenic 
reaction, hebephrenic type. 

Mr. L is one of several children whose 
home life was marked by constant depriva- 
tion and conflict, frequently interrupted by 
his father’s unstable behavior, periodic 
desertion and finally full separation. Un- 
able to cope with the many problems in 
living thus created, Mr. L’s mother, herself 
an ineffectual, passively rejecting person, 
placed her children in various institutions. 
Except for an unsuccessful attempt in his 
early teens to make a home with his father, 
during which time he refused to attend 
school and exhibited delinquent behavior, 
Mr. L remained under the care of children’s 
agencies until he was 16. His only regular 
employment was for a brief period as a bus 
boy and dishwasher. The death of his 
father, shortly before his induction into the 
service, brought out Mr. L’s resentful and 
hostile feelings toward him. His feelings 
toward his mother have been characterized 
by blame for her failure to provide a home 
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environment for the family and at the same 
time by expressions of a strong sense of 
loyalty and attachment. His attitude 
toward himself has also been marked by 
ambivalence. While he had been con- 
cerned that others see him as a man and 
that he be independent and allowed to make 
his own decisions, he had also demonstrated 
a profound need for approval, acceptance 
and belonging which he sought by conform- 
ing, especially to authoritative figures. 
Beneath a facade of aggressive self-assurance 
Mr. L showed strong dependency needs and 
inadequacy in interpersonal relationships 
and in his ability to cope with his social 
environment. This confusion in regard to 
his own self-concept was reflected later in 
the planning for his leaving the hospital. 


PLANNING WITH THE PATIENT 


During the course of his hospital treat- 
ment Mr. L’s psychiatric condition gradu- 
ally improved and he became interested in 
various ward activities, manual arts and edu- 
cational therapy. He began also to take 
part in social dances and ward parties 
sponsored by volunteer groups. When Mr. 
L had improved sufficiently to warrant con- 
sideration of plans for his departure from 
the hospital the ward psychiatrist referred 
him to the social worker. Since the worker 
had had previous contacts with the patient 
and with his mother, first in developing a 
psychiatric social history and later as reality 
problems arose, a beginning case work re- 
lationship already had been established. In 
the process of planning for Mr. L’s leaving 
the hospital consideration was given first to 
the possibility of his returning to his own 
family. Throughout his years of hospitali- 
zation the only members of his family who 
had shown any interest in him were his 
mother and younger sister, who visited occa- 
sionally. The mother and sister share a 








small apartment. Exploration of the 
mother’s feelings concerning her son and 
his plans for leaving the hospital revealed 
not only that there was no room for him in 
the small apartment but also that she was 
emotionally incapable and unwilling to 
assume the responsibility for his care. 
Initially the mother felt threatened by the 
thought of her son making his home with 
another family. Mr. L also was torn be- 
tween wanting to live with his mother and 
wanting to be independent. He was fear- 
ful and insecure. In the course of the social 
worker’s interviews with the patient and his 
mother they moved toward a better under- 
standing of what would be involved in 
foster home placement and came to view it 
as an opportunity for a new start in life for 
Mr. L. 

Mr. L was presented to the medical staff 
conference during which the various mem- 
bers of the psychiatric team contributed 
their knowledge and understanding of the 
patient and his hospital adjustment. Ap- 
proval was given by the medical staff for the 
placement of Mr. L in a foster home. Be- 
cause of his emotional deprivation in his 
formative years and his present level of 
immature functioning the staff felt that Mr. 
L needed a period of adjustment in a warm, 
accepting family setting before long-term 
vocational plans should be undertaken. 

In the process of home-finding the foster 
home social worker sought a family situa- 
tion which would best meet Mr. L’s needs 
and the recommendations of the medical 
staff. One of our more important sources 
of referral of prospective homes is the fami- 
lies who have had patients placed with 
theni. The Talberts were referred in this 
way. They are a middle-aged, childless 
couple who live in a large, roomy house in 
a semi-rural section approximately 25 miles 
from the hospital. Mr. Talbert is an out- 
going friendly person who has traveled a 
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great deal and who, as he put it, “knows 
what it means to be without a home and 
loved ones.” Mrs. Talbert is a rather 
buxom, warm, motherly person. Their in- 
terest in Mr. L was immediate and sincere. 
Mr. Talbert hoped that eventually as the 
patient improved he might be able to help 
in the service station which he operates on 
the place. In the meantime Mr. L’s pay- 
ment of board and room would provide 
them with supplemental income. 


THE FINAL DECISION 


Upon the completion of the home study 
and evaluation the social worker discussed 
his findings with the ward psychiatrist. Mr. 
L had known something about the Talberts 
and their home through his discussions with 
the social worker and had expressed a real 
interest. He was again presented to the 
medical staff conference, this time with a 
definite home in mind, and approval for 
the placement with the Talberts was given. 
Mr. L was aware that even though the med- 
ical staff had approved, more had to be 
worked out before he left the hospital and 
that both he and the Talberts would have 
a good deal to say about the final decision. 

Many of Mr. L’s anxieties about place- 
ment, which he had cloaked in expressions 
of enthusiasm for leaving the hospital, were 
brought out when plans were made to visit 
the Talberts. He needed a great deal of 
support and reassurance in making the 
transition to community living. The social 
worker recognized with him the problems he 
would be facing and helped him verbalize 
his: doubts and fears, but focused on his 
demonstrated strengths which would help 
him achieve his goal. The patient gained 
security in the assurance of continued hos- 
pital interest and in the social worker’s 
promise of frequent visits until he felt com- 
fortable in his new home. 
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Two visits were made to the Talberts’, 
where Mr. L was warmly received and 
shown around the home and grounds. He 
lingered longest in the room he would 
occupy, opening all the bureau drawers, 
wondering if these were for his use alone. 
The large double bed pleased him and he 
laughingly commented that he wouldn't 
fall out of this bed. On the return trip 
from the second visit he expressed pleasure 
with the Talberts and with the setting. At 
first he thought the amount they asked for 
board and room was too high. He said, “I 
was stunned!” Later when he and the 


social worker ate in a local restaurant and 
he saw the cost of meals he was more accept- 
ing of the financial arrangement. 


THE PATIENT’S FEARS 


Mr. L’s ambivalence concerning the Tal- 
berts and placement plans was brought out 
in other ways as is illustrated in the follow- 
ing extract from the social worker's case 
recording: 

As we neared the hospital Mr. L, who had been 
deep in thought for some time, suddenly turned to 
me and asked if I knew why he was first hospitalized. 
I said I did and wondered why he asked. He wanted 
me to know so there wouldn’t be any secrets. Did 
the Talberts know? I said yes, and he appeared 
frightened and tense. I asked if he wanted to keep 
secrets from them. He wondered if this would give 
them the wrong impression. I explained that if it 
had made a difference we wouldn’t want to place 
him there. I pointed out how the Talberts were 
interested in him as he is now and not in what had 
occurred before when he was quite ill. I asked if 
he would have felt comfortable living with them 
not knowing how they might react should they 
learn about the circumstances that brought him to 
the hospital. He seemed relieved and replied, “Now 
that they know about me and still want me, they 
must have confidence in me. I am young and I 
would like to put my past behind me and make a 
new start for the future.” For the first time he 
spoke of his being ill, something he had previously 
denied by saying he had “done a bad thing” for 
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which he was being punished. He realized that he 
had been confused, sick and in need of hospitaliza- 
tion, but now he felt better and was looking for- 
ward to his placement as the beginning of a new 
life. His fears of rejection dispelled for the time 
being, Mr. L made his decision to live with the 
Talberts. 


Final arrangements took several days. 
There were purchases to be made, clothes 
to be checked and packed, financial details 
to be worked out and the many little things 
that are essential but time-consuming. He 
made his own purchases. Arrangements 
were made to send two monthly checks, one 
to the Talberts for his room and board and 
one to him for his own expenses and needs. 
This especially pleased him as he felt it 
showed our confidence in his ability to 
handle his own affairs. 

The day of placement finally arrived, 

more than four months after the ward 
psychiatrist first referred him for departure- 
planning. In the social worker’s case 
recording Mr. L expresses some of his fear 
of separation from the hospital and of the 
new setting to which he is going: 
As I drove up to the administration building (wrote 
the social worker) Mr. L was outside, pacing back 
and forth, all dressed up, suitcase in hand and a big 
cigar held jauntily in his mouth. We met the foster 
care consulting psychiatrist, who spoke to the patient 
about the hospital’s confidence in him, pointing out 
that in a way he is representing the hospital so that 
other patients may be placed in the future. His 
remarks brought a smile to Mr. L's face and he 
pridefully replied that he could handle this respon- 
sibility and the hospital would not regret this con- 
fidence it was placing in him. 

We finished loading his belongings into the trunk 
and were about to enter the car when he hesitated, 
slammed the door and in an angry voice said, “The 
amount the Talberts ave asking is too much. I 
don’t want to be taken advantage of.” I gently said 
that he could change his mind if he wished. I could 
understand his being somewhat upset about going 
to a new home and a new life—anyone would—but 
I wondered if he really wanted to give up all the 
plans we had made and return to the ward. He was 
silent and then said, “I guess it will be all right to 








try it out since I'll probably be getting my dis- 
charge before too long.” I reminded him that we 
had been over this before and for him not to count 
on being discharged prior to a year, although it was 
possible depending on many things. By expressing 
his fear of separating from the hospital Mr. L was 
testing me to determine our continued interest in 
him. My remarks apparently satisfied him and he 
appeared relieved. His outward air of confidence 
returned and he entered the car without further 
question. The 25-mile drive to the Talbert’s pro- 
ceeded uneventfully. 


In the beginning the social worker makes 
frequent visits to all patients placed in 
foster homes, to help both the patient and 
the foster family with problems of adjust- 
ment. The frequency of visits is decreased 
as the patient’s adjustment becomes more 
secure and the problems are resolved. The 
first visit with Mr. L took place a week after 
placement. He and the Talberts were still 
in the process of becoming acquainted and 


enjoying the novelty of the newly formed 
relationship. On this visit, as on all suc- 
ceeding visits, the patient was first seen 
alone, then the Talberts and finally, if indi- 


cated, both together. Mr. L had been un- 
able to hold down his food for the first two 
days and had a tendency to over-talkative- 
ness and repetition which the Talberts rec- 
ognized as anxiety. They had introduced 
him to friends and neighbors and included 
him in all their social activities, visiting, 
parties, dinners. All this fuss and attention 
in so short a time was both pleasing and 
frightening to Mr. L, emphasizing his feel- 
ings of inadequacy. The Talberts were 
helped to understand the effect this might 
have and they agreed to a more gradual 
introduction into their activities as the pa- 
tient felt more comfortable. At the end of 
the visit Mr. L took the social worker aside 
and commented, “The amount I am paying 
is well worth it.” 

Adjustment for both Mr. L and the Tal- 
berts did not proceed smoothly. Mr. L 
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early began to test out the relationships, and 
the more permissive the Talberts were in 
accepting his behavior (a not uncommon 
reaction of new foster families), the more he 
tested. In a household that arose early Mr. 
L slept late. Chores he volunteered for 
were done poorly or Jeft undone. This was 
in contrast to his excellent work record and 
display of initiative at the hospital. Soon 
after placement he asked to assist Mr. Tal- 
bert at the gasoline station. Against his 
better judgment Mr. Talbert agreed. In 
good humor Mr. Talbert related how one 
of the customers complained to him that 
“instead of checking my oil as I asked he 
merely banged on the hood (which he didn’t 
know how to open) and told me the oil is 
ok.” Mr. Talbert was not too upset by 
this, but when the patient began sending 
customers to his competitor a mile down the 
road when they asked for service he had to 
take him off the job. Mr. L would not 
listen to instructions, although he asked to 
learn, and bragged of his proficiency even 
in things he was not expected to know. This 
was irritating to Mr. Talbert who was 
something of a perfectionist. But most irri- 
tating of all to him was the cigar which was 
forever in Mr. L’s mouth, held with an air 
of nonchalance and waved symbolically. It 
was as if Mr. L neéded this outward show to 
impress others of his own self-assurance. 
Mr. L seemed to be feeling his way in a 
new environment, taking advantage of the 
breakdown of authoritative controls in a 
permissive setting and exhibiting the anger 
he had harbored all these years against his 
parents and during his many years in the 
care of social agencies. His inadequacy and 
dependency, which he deeply resented, 
would not permit him to accept instruction 
nor to acknowledge his: inability and his 
feelings of insecurity in his new and strange 
setting. 

There were, however, many positive ele- 
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ments in the relationship. His desire for 
affection made him considerate of the foster 
parents in many ways. He especially 
sought Mrs. Talbert’s approval and helped 
her with the dishes, brought her an occa- 
sional gift or listened with her to classical 
recordings. He obviously identified more 
with her and focused his negative feelings 
on Mr. Talbert. Nevertheless, Mr. Talbert 
liked Mr. L and wanted to give him every 
opportunity to remain. These assets were 
utilized, as brought out in the following ex- 
tract from the case record, by the social 
worker in helping Mr. Talbert understand 
why the patient acted in this manner: 


I commented on the interest Mr. Talbert was taking 
in Mr. L beyond providing the physical necessities. 
He said he wasn’t registering complaints but rather 
was expressing his concern about the patient. He 
wanted to get my thinking about Mr. L’s lack of re- 
sponsibility and poor judgment. I explained in 
more detail about the patient’s early years spent in 
institutions, the army and hospitals, where he had 
to be dependent upon others telling him what to do. 
This was how he got along, and in his situation it 
was the only acceptable way to act. Now he was 
asked in just a few short weeks to reverse his life- 
time pattern and to use his own initiative, think for 
himself and act in a mature fashion. Mr. Talbert 
remarked thoughtfully that this was a lot to ask, 
that it must be quite confusing and difficult for Mr. 
L. I agreed and said that we wanted to help Mr. 
L become more independent and able to stand on 
his own feet but it would at best be a long slow 
process. Mr. Talbert wondered if any of us could 
do as well under the same circumstances. I thought 
that the slightest indication of Mr. L assuming re- 
sponsibility was good progress at this time, in view 
of his past, and explained it might take a long 
time for him to establish confidence and a feeling 
of belonging. Mr. Talbert thought he may have 
been too impatient but I assured him he was being 
very patient and understanding. He then spoke of 
how Mr. L took over the responsibility for feeding 
the dogs and performed this task regularly. The 
dogs liked him and this was unusual since they 
didn’t take to strangers readily. When we parted 
he said he felt he understood Mr. L better and had 
more appreciation of what the patient is going 
through. 
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The patient’s relationship with Mr. Tal- 
bert continued to present problems through- 
out the first several months of placement. 
His resentment at being shown how to do 
anything continued and he gradually did 
less and less aiound the grounds, although 
he still helped Mrs. Talbert with the house- 
hold chores. He even refused to work for 
pay in such things as cutting the grass or 
cleaning the lawn, saying he wanted a 
“man’s job.” Yet when offered assistance 
in finding steady employment he gave ex- 
cuses. Something of what was underlying 
the relationship with Mr. Talbert was re- 
vealed in the following interview recorded 
by the social worker: 


Mr. L appeared somewhat down in the dumps when 
I visited. I commented on this and he smiled rue- 
fully saying, “I don’t think I am getting along too 
well with Mr. Talbert.” I asked what seemed to be 
the difficulty and he replied, “I don’t listen when 
he tells me things. I know I should because he 
wants to teach me, but I always tell him how to do 
what he’s trying to show me, when I don’t.” He 
stared thoughtfully at the ground and was silent 
for a few minutes before continuing. “You know, 
I never had a father before. At least he never took 
care of me and I could never go to him as other 
boys did for help or advice. My mother didn’t do 
all she could for me either, but at least I knew her.” 
He had made up his mind not to ask anyone for a 
thing or accept help from anyone. He went on to say 
that Mr. Talbert had been like a father and he 
wanted to listen to him and to go to him, but he 
didn’t know how to act any different, not having 
had a father before. I recognized that this must be 
difficult for him and that he couldn’t change over- 
night. I was sure Mr. Talbert understood that too 
and added that we were pleased with the progress 
he was making. He said he liked it here and wanted 
to remain and was glad Mr. Talbert understood. 
He'd try to listen more. 


Some minor changes in Mr. L’s behavior 
and attitude occurred following this inter- 
view but were not sustained and the prob- 
lems became more severe. In order that the 
patient might maintain his ties with his own 
family the social worker encouraged him to 





visit his mother. It was during this visit 
that Mr. Talbert telephoned and requested 
to see the social worker “about important 
matters that have developed.” The social 
worker visited the home promptly and 
recorded the following interview: 


Mr. Talbert ushered me into the living-room where 
his wife was already seated and without prelimi- 
naries began the discussion. They were specifically 
concerned about Mr. L’s recent preoccupation with 
girls and his demands on them that they introduce 
him to some in the neighborhood. He had com- 
plained to them that he was 27 years old, had been 
institutionalized most of his youth and never had 
the opportunity to meet girls. They recognized 
this as a natural desire and perhaps a sign of grow- 
ing up, but were at a loss as to how they could 
handle it. I wondered if they weren’t also con- 
cerned about whether Mr. L could handle it. They 
acknowledged that they were. 1 could understand 
their feelings of apprehension and remarked that 
all parents are faced with this problem at some time 
and were concerned too. It was even more of a 
problem to the Talbert’s, who hardly knew Mr. L. 
Mrs. Talbert told how the patient ' expresses 
jealousy when he sees her greeting her husband or 
friends affectionately. Not because he wants to take 
their place but because he doesn’t have anyone to 
greet him like that, he had told her. I pointed out 
some of the normal processes of growing up and re- 
marked that although 27 years old Mr. L was emo- 
tionally quite immature. His wanting to meet girls 
was a normal desire and one experienced by all 
adolescents. Parents could only hope that their 
training and love provided a wholesome environ- 
ment for this new stage of development. It meant a 
risk for any parent and a greater one for the Tal- 
berts since they uu. not raised the patient from 
childhood and he had not been exposed to their 
patterns of behavior for very long. I assured them 
that the hospital would share the responsibility 
and that we would of course continue to be avail- 
able to them but we realized that the bulk of the 
burden would be borne by them. They saw this 
as an opportunity to help the patient move along in 
his adjustment but had doubts and wanted to talk 
the matter over with me. 

Further discussion revealed that the patient’s at- 
titude toward Mr. Talbert made them hesitant as to 
how he might act in the community and as to his 
ability to control his emotions. I thought this 


Trial Visit 


FISHER AND HIRSCH 


might be an appropriate time for him to develop 
outside interests, since in spite of the differences 
with Mr. Talbert he seemed relatively secure in the 
home. They were helped to see that only in the 
accepting environment they were providing could 
Mr. L feel sufficiently comfortable to express anger 
and dissatisfaction. Previously he had had to bottle 
up his feelings for fear of punishment or depriva- 
tion of love. I realized how difficult this could be 
for them especially since he would probably con- 
tinue to test them for a long time, not only to see 
how far he could go but to assure himself of their 
affection. I thought this was a lot to ask people 
who only a few months ago were complete strangers. 
Parents had to put up with these things but maybe 
we were asking too much of them. I could under- 
stand if they felt this way and perhaps they wanted 
to terminate the placement. Both protested strongly. 
Mr. Talbert said he didn’t ask me over to take back 
the patient but to seek help and advice on how to 
handle situations and problems as they arose. They 
brought out the many positive feelings they had for 
Mr. L and told with evident pride of the progress 
he had made since coming there. I said I was not 
pressing for his return nor did the hospital feel that 
he should be returned. We realized, perhaps more 
than they, how much they had helped Mr. L, but 
I did want them to know that we understood the 
pressures they were under and that we had their 
interests in mind as well as the patient’s. I assured 
them I would discuss their concerns with the doctor 
and would return soon. 


In conferences and trial visit reports the 
ward psychiatrist had been kept informed 


of Mr. L’s progress. This interview was 
discussed with him and with the foster home 
care consultant in terms of the dynamics in- 
volved and our feeling that this would be a 
good time to help the patient develop out- 
side interests. The consultant saw this as 
an appropriate time for him to pay a visit, 
which could serve as a supportive and re- 
assuring measure to both the patient and 
the Talberts. The doctor’s visit accom- 
plished this and was an integrating factor 
in furthering the relationships and the feel- 
ing of shared responsibility for Mr. L’s ad- 
justment. The doctor’s opinion was that 
there seemed to be no immediate “danger” 
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signals but close supervision of the situation 
was suggested as a precautionary measure 
because of the patient’s physical maturity 
and age. It was agreed that diverting some 
of his pressures and energies to outside pur- 
suits seemed indicated. 

Plans were formulated to help Mr. L 
move into community activities and assume 
more responsibility for himself. A job 
seemed essential since it not only could pro- 
vide economic security and a feeling of ade- 
quacy but could also serve as a means of 
social introduction to the community. The 
counseling psychologist visited with the 
social worker and explored job possibilities 
in the area. Mr. Talbert’s large acquaint- 


anceship in the community proved a valu- 
able resource and eventually resulted in an 
opportunity for employment along recom- 
mended lines and in accordance with Mr. 
L’s expressed interests and capabilities. 


CRISIS AND RESOLUTION 


This was a crucial period for the patient 
and one fraught with anxiety. He demon- 
strated this by resistance to seeking employ- 
ment and expressing his anger toward Mr. 
Talbert and the social worker. There were 
times when it was uncertain whether he 
would be able to remain in placement. ‘The 
social worker held frequent consultation: 
with the medical staff, who felt that the pa- 
tient’s ego strengths and relationship with 
the Talbert’s were sufficiently strong to en- 
able him to act on his doubts and fears. The 
social worker served as a supporting and 
reassuring influence by maintaining a per- 
missive attitude and by focusing on Mr. L’s 
feelings as they related to the realities of 
the moment. The Talberts too were helped 
to understand what was happening, and 
although Mr. Talbert bore the brunt of the 
patient’s hostile feelings his acceptance and 
continued interest gradually helped Mr. L 
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resolve his ambivalence. When he could 
feel accepted and a part of the home and 
family, he was able to move into employ- 
ment with some degree of security. 

The job provided Mr. L with proof of 
his ability to stand on his own feet and 
gave him a beginning sense of independ- 
ence. For the first time he felt self-reliant 
and capable of assuming responsibility. His 
attitude changed and he could now express 
his positive feelings. Most significant was 
his identification with Mr. Talbert with 
whom he spent most of his leisure time, 
voluntarily assisting him at the gasoline sta- 
tion and in his construction work. 

Had Mr. Talbert not been helped to un- 
derstand and accept what the patient was 
going through during the earlier period it 
is doubtful if he would have been able to 
tolerate Mr. L’s projections, and the pa- 
tient would probably have been returned to 
the hospital. Mr. L was still affectionate to 
Mrs. Talbert but in a more mature fashion. 
He found he “didn’t have the time” (or 
the inclination) to help her with the house- 
hold chores, which he referred to as woman’s 
work. He began to seek out friends his own 
age and in time developed a normal social 
life in the surrounding community. He 
continued his visits to his relatives but was 
beginning to think of plans for his own 
future, which included settling in the com- 
munity, and he looked forward to having 
a family life of his own some day. His 
mother readily accepted this plan and 
seemed relieved that she wouldn’t have to 
assume responsibility for him. 

The Talberts were made aware that Mr. 
IL, would undoubtedly persist in testing 
them because of his continued need to be 
reassured of their affection. They were cer- 
tain they could accept this without having 
it become a problem. Mr. Talbert was par- 
ticularly delighted with the “man to man” 
relationship he now had with Mr. L. 





On one of the social worker's visits to- 
ward the end of the trial visit year, Mr. L 
came into the house without his cigar. 
When this was commented on he replied, 
“I don’t need the cigar any more; I am a 

Mr. L was discharged from the hospital 
rolls at the end of a year. Though no 
longer under the supervision of the hospital 
he is seen occasionally by the foster home 
social worker on her visits into the commu- 
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nity. He is steadily employed and has con- 
tinued to live with the Talberts until he 
can complete plans to find a place of his 
own in town. As for the Talberts, they 
want two more patients. 

It has been the experience of the hospital 
that foster home care, as illustrated in this 
case study, is making a profound contribu- 
tion to the treatment and after-care of psy- 
chiatric patients in their efforts to reestab- 
lish themselves in the community. 


NEUROSIS 


Conscience had a woman’s voice 
Feared when he was young. 

Still needing her he found a wife 
Who spoke the self-same tongue. 


When he felt it lashing him 
He hated and defied 

And scarcely knew he feared 
The still small voice inside. 


Then all impulse to love and work 
Choked by self, grudging gain, 
Sick in soul he gave the world 
His own sick world of pain. 


—Hazel Kuno 








PHILLIP H. STARR, M.D. 


Comprehensive clinic practices 


in the child guidance unit 


The complexities of the field of child de- 
velopment, child care and child psychiatry 
are immense and the permutations and 
combinations of emotional, social and in- 
tellectual problems seen in childhood are 
virtually innumerable. In order to meet 
the different dimensions of their academic, 
service and research needs, the larger com- 
munities throughout the United States have 
seen the development of a variety of serv- 
ices and facilities for children, including 
residential institutions, hospital inpatient 
units, child guidance clinics, school] mental 
heaith programs, day care centers, pediatric 
mental health clinics, well-baby clinics, 
family and children’s social agencies, etc. 
To dispense comprehensive care and treat- 
ment in the face of such a conglomeration 
of vitally needed settings, it is necessary 
that we arrive at a clear recognition and 
definition of the division of labor and re- 
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sponsibility among a wide variety of serv- 
ices for children, all of which are required 
and are here to stay. This is a most difficult 
task but nevertheless a most essential one. 
Without it our practices are muddled, un- 
clear and at best discharged by the ques- 
tionable rule-of-thumb method. Each of us, 
working within different professional ar- 
rangements, must ask ourselves the two-fold 
question, ‘What types of situations are we 
professionally best equipped to handle? On 
the other hand, what is the nature of our 
professional limitations and which situa- 
tions should we refer to another more ap- 
propriate facility?” Those facilities that 
are unwilling to undergo this self-analysis 
are in a sense hindering the progressive 
development of community services for 
children as well as failing to render opti- 
mum services to their clients by offering 
them second-best arrangements for help. 
The child guidance movement in the 
United States, although in itself an out- 
growth of the over-all psychiatric and psy- 
choanalytic advances being made within 
this country, has in turn served as an un- 
usual stimulus for the acceptance of the 





field of psychiatry by the community at 
large. Whereas appreciable segments of the 
population are, on the one hand, somewhat 
unaccepting and intolerant of the adult 
who succumbs to an emotional disorder, the 
emotionally handicapped child can usually 
be accepted with all his vulnerabilities. 
This community benevolence has allowed 
for the mushrooming of child psychiatry 
over the last three decades in the form 
of the rapid development of child guidance 
clinics. As a consequence of the quick 
arrival of this new field on the clinical 
scene, we have seen the rapid development 
of intake, diagnostic and therapeutic prac- 
tices geared to the unique properties of the 
multi-disciplinary child guidance approach. 
It is, however, to be expected that in a field 
of such recent origin the psychodiagnostic 
and psychotherapeutic concepts and meth- 
ods are incompletely developed and in a 
state of healthy and inevitable flux. 

It is the purpose of this paper to chart, 
refine and extend the intake, diagnostic 
and treatment concepts of child guidance 
with the hope of clearly defining the field 
with particular reference to its differentia- 
tion from other facilities that work with 
children. In the process perhaps we can 
dislodge both some of the ritualistically 
routine as well as incomplete practices that 
occur in many quarters within the child 
guidance field. It would appear quite likely 
that the clinical practices lacking those 
properties of breadth, range and flexibility 
can to a large degree explain much of the 
basis for case failure. 

Unless this state of our current profes- 
sional fluidity is appreciated and fully en- 
compassed, we are faced with the eternal 
problem of becoming stalemated at our 
present juncture of development. The 
clinic that can allow itself to experiment 
with somewhat unorthodox and varied ap- 
proaches will usually be able to avoid 
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stagnation. It goes without saying that a 
primary requisite for therapeutic success is 
the comprehensive grasp of psychopathology 
along with an adequate understanding of 
psychotherapeutic techniques and skills. Of 
equal importance, however, in the assur- 
ance of case success is the establishment of 
an optimum interview structure and treat- 
ment plan tailored to the specific character- 
istics of the individual situation. This can 
be arrived at only by a thorough and ex- 
haustive diagnostic process which does not 
omit any one of many significant areas 
needing illumination. The absence or 
inclusion of the latter consideration will, 
more often than not, determine the relative 
success of our professional efforts in child 
guidance. An adequate study lessens the 
possibility of improper case selection by the 
clinic or agency as well as unrealistic goal- 
setting in therapy. 

This question of psychiatric and case work 
failure within the practices of clinics and 
social agencies has been receiving much de- 
served and somewhat overdue attention (1). 
The investigations have understandably 
and quite properly focused on the details 
of psychopathology within the patient or 
client insofar as they prevent therapeutic 
progress. Although such an examination 
of the patient is most important, it is 
equally imperative that we subject our- 
selves as well as details of our practices to 
similar scrutiny and study. This task is 
much less appealing and quite anxiety- 
producing, but nevertheless essential. This 
trend has established itself most conclusively 
within the specialty of psychoanalysis, 
where the examination of counter-transfer- 
ence has taken on importance equal of late 
to the careful assessment of transference 
phenomena (2). 

To recapitulate, it is the objective of this 
paper to describe and evaluate the intake, 
diagnostic and treatment practices of child 
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guidance clinics with an eye to relating 
them to other community mental and social 
health services for children. We hope to 
be able to recognize those areas of over- 
lapping function as well as those of unique 
and more typical functioning which char- 
acterize the individual] facility of the child 
guidance clinic. Perhaps some of the un- 
derlying and general concepts of intake 
practices of child guidance may have equal 
validity for other services, and it is our 
hope that other child agencies will engage 
themselves in a similar type of self-analysis. 

For any child guidance clinic to thrive, 
it is imperative that it demonstrate its 
worthwhileness in the form. of generous 
proof of its therapeutic efficacy, the final 
testimony of which can be recognized by the 
frequency with which it successfully treats 
and rehabilitates emotionally disturbed 
chiJ<iven. To a major degree, an adequate 
and comprehensive method of case selection 
will strategically determine the number of 
treatment “cures.” To assure this com- 
prehensive type of case selection, a clinic 
essentially establishes two lines of defense: 
First, a clear set of intake practices will 
provide the clinic with a more immediate 
method of gross or macroscopic form of case 
selection. Second, the use of an exhaustive 
and encompassing diagnostic team study 
will allow for a much more accurate, re- 
fined and microscopic form of case selec- 
tion. Those cases which filter through the 
first line of defense and which under initial 
and rough observation are not recognized 
as poor therapeutic candidates will most fre- 
quently be so recognized in the intensive 
diagnostic study which follows. 


INTAKE PRACTICES 


In our first section, we will consider intake 
procedures and some of the gross methods 
used for evaluation purposes. The intake 
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committee, composed of the child psychi- 
atrist, psychiatric social worker and child 
psychologist, evaluates data which has been 
collected from the intake interview with the 
parents, together with the application form 
completed by the parents as well as the re- 
ports from the school and physician. With 
this information, an attempt is made to 
classify the child as well as the family with 
respect to the grade of their respective dis- 
turbances. Plotting these gross estimates 
on Chart I allows for an approximate 
arrival at the specific facility best suited for 
helping the child. Where such plotting is 
difficult because of unavailable or conflict- 
ing data, the case is moved into the diag- 
nostic process in order to arrive at such an 
understanding. 

The following is a series of definitions of 
grades of disturbance within both the child 
and his family and will provide us with the 
necessary details for utilizing Chart I. 


DEFINITIONS 


GRADES OF INTRAPSYCHIC DISTURBANCE 
WITHIN THE CHILD 


Grade I: Subclinical Disorder 


Reactive behavioral, psychoneurotic or depressive 
manifestations which are short-lived and transiently 
related to major life crises. 


Grade II: Moderately Disturbed 


The child with a very active and internalized set of 
conflicts which contribute to rather continuous anxi- 
eties and which result in a reduction of his capacity 
to function at his optimum. All in all, the child 
seems to still be able to maintain a moderately ade- 
quate life adjustment in spite of these conflicts. 


Grade III: Severely Disturbed 


This child demonstrates a host of more severe neu- 
rotic conflicts with an accompanying set of severe 
ego disabilities resulting in major problems in its life 
adjustment (intrafamilial, school, neighborhood). 
The extent of the disturbance seems to point con- 
clusively to the need for long-range psychotherapy. 








Grade IV: Malignantly Disturbed 


This child’s emotional conflicts are so serious as to 
have very devastating and. seriously arresting effects 
on his psychophysiological development. Such a child 
is often subject to severe ego disorganization with 
or without homicidal, suicidal and other types of 
severe anti-social tendencies. 


GRADES OF INTRAFAMILIAL DISTURBANCE 


Grade I: Subclinical Disturbance 

The marital relationship and parent-child relation- 
ships are essentially constructive. Conflicts that 
arise are largely situational and transient so that a 
good degree of intrafamilial harmony exists. 


Grade II: An Established Family Disturbance 


Parent or parents are subject to significant neurotic 
conflicts which to a large extent become translated 
into intrafamilial acting out. Nevertheless, in spite 
of a good degree of active neurotic conflict the 
socio-cultural and intrafamilial adjustment of the 
family group still contains some healthy aspects. 


Grade III: A Severe Family Disturbance 


Parent or parents have serious neurotic conflicts in 
a very prevalent child-damaging family atmosphere. 
Both the socio-cultural and intrafamilial adjustment 
is heavily disordered and interfered with. The 
family is physically intact but psychologically di- 
vorced. 


Grade IV: A Malignant Family Disturbance 


Parent or parents may have problems of a severe 
neurotic, seriously depressive, borderline psychotic 
or psychotic-like variety which tends to predispose 
towards severe disorganization and/or emotional de- 
privation in the children. The malignant family 
situation is largely unalterable so that the social 
rescue of the children appears to be the only 
solution. 


Planning services for the child is not 
possible unless the status of the child’s 
family and the status of the child (its 
strengths and weaknesses) are simultane- 
ously arrived at. Errors are most frequently 
made where such a two-dimensional evalua- 
tion is not considered but instead the child 
alone or his family alone is evaluated more 
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or less one-sidedly. Plotting the degree of 
the child’s disturbance against the corre- 
sponding degree of the disturbance within 
the setting in which he exists provides us 
with the key for arriving at the specific facil- 
ity or program that is best suited to the 
child’s therapeutic needs. Such cross-check- 
ing has not been given its full importance 
by many people in the field who have been 
charged with the responsibility of planning 
for the child. 

What are the basic considerations which 
enter into the formation of the intake prac- 
tices of the child guidance clinic? For the 
answer, it is most instructive for us to con- 
sider the development of the individual per- 
sonality, which is essentially a product of 
the interaction of both external and inter- 
nal forces. In similar fashion, the clinic’s 
intake practices are to be comprehensively 
arrived at and are a consequence of extra- 
clinic and community needs and pressures 
on the one hand and intra-clinic needs and 
pressures on the other. This type of indi- 
vidual tailoring of the intake policies to the 
specific properties of the clinic and to the 
community in which it exists should be con- 
ceived of as a reality adjustment which is 
essential for the professional and adminis- 
trative success of any one child guidance 
clinic. Further, the establishment of an 
optimal balance between these two field 
forces will insure a good degree of both 
community and intra-clinic harmony. In 
what follows, these two major considera- 
tions will be examined in more detail. 


EXTRA-CLINIC, COMMUNITY AND 
INTER-AGENCY CONSIDERATIONS 


Hand in hand with increased sophistication 
and lessening prejudice among both lay- 
men and professionals, the demand for 
mental and social health services for chil- 
dren has increased manifold. It is to be 
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CHART I 


Starr’s guide to community mental and social health services 


for children and their families 
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expected that at least within the foreseeable 
future the demand of the community for 
such services will always be greater than 
the supply. ‘Lhis can be understood only 
if one appreciates the staggering incidence 
of emotional disturbance in our society. In 
a sense we have a most desirable and sought- 
after commodity, but one that is not in 
abundant supply. We must therefore face 
ourselves continuously with the question: 
How can we invest our limited professional 
time most economically and profitably in 
order to obtain the maximum in therapeutic 
returns which in itself will determine the 
clinic’s good standing in the community? 

Unlike the proverbial lady, a child guid- 
ance clinic may develop a bad reputation by 
virtue of the company it does not keep, 1.e. 
those families who are refused treatment 
services in the clinic. Any clinic that is 
worthy of its name will of necessity have to 


“reject” a large number of its referrals be- 
cause of its staff and space limitations. Con- 
sequent upon such a “rejection” (no matter 
how realistic its basis) both the family and 
the referring source will frequently cease to 


be a supporting friend of the clinic. It is 
then most imperative that the selection be 
made wisely and fairly, insofar as the con- 
tinuing avalanche of referrals is often a 
serious threat which eternally faces the 
clinic with the possibility of community 
failure. The intake policies of the agency 
must provide a method for a successful part- 
solution to an unending dilemma. 

Any one community consists of a series of 
referral sources—family agencies, children’s 
institutions, physicians, schools, private 
families, children’s hospitals, etc. For the 
clinic to merit the community’s good will, 
it is necessary that it avoid assuming a 
prejudiced position. Its services have to be 
offered evenly and cross-sectionally to these 
multiple sources. In most larger communi- 
ties there usually exist several child guid- 
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ance clinics and many social agencies whose 
efforts are devoted to the care of emotionally 
maladjusted children and their families. 
Any one clinic should arrive at a fair divi- 
sion of labor in collaboration with its “pro- 
fessional siblings.” It is most vital for a 
clarification of its operation that each clinic 
and agency arrive at an appreciation of 
which children and their families they are 
best equipped to help. Such an awareness 
will stem from a close look at the staff con- 
figuration relative to their individual train- 
ing and experience, the disciplines they 
represent as well as those special skills and 
endowments which some have and others 
lack. 

More ideally, the intake should include 
the consideration that those children who 
are to be admitted are in need of a particu- 
lar type of service which is relatively un- 
available to them in any other clinic or 
agency in that community. Such an ap- 
proach solves the problem of the duplica- 
tion of community services or, put another 
way, furthers the individualization of serv- 
ices. Adequate inter-agency communication 
allows for this division of professional 
labor to occur. In essence, where several 
such agencies and clinics exist in any one 
community, it is important that they indi- 
vidually move in the direction of specializa- 
tion. Unless it can develop in this way, 
any one resource may have difficulty in con- 
vincing the community that there is a real 
need for its existence. 

It is the responsibility of each clinic or 
agency director to take an inventory of both 
the capacities and limitations of his profes- 
sional unit. Pitfalls for potential failure 
are inevitably dug where an individual 
chooses to overlook these properties of his 
professional staff and program. With re- 
spect to the child guidance clinic, such an 
arrangement is equipped to handle only 
the outpatient variety of emotional disturb- 
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ances of childhood. The tendency to accept 
children who by the nature of their disturb- 
ance are best studied and treated within a 
hospital psychiatric unit or a residential 
treatment center must religiously be 
avoided. 

In the other direction, each community is 
equipped with several agencies which are 
well able to handle the sub-clinical dis- 


orders of childhood. When these cases are 


accepted in a child guidance facility, at 


second-best results can be 
achieved. More importantly, this ill-ad- 
vised practice detracts from the clinic’s abil- 
ity to make the community aware of the 
dimensions of psychiatric and case-work 
care for children other than child guidance. 
As a consequence, we see such clinics and 
agencies temporarily and unnecessarily re- 
lieving community anxieties. The develop- 
ment of appropriate children’s services are 
thereby forestalled. 

In yet another area and for the purpose 
of minimizing the overlapping of services, 
the child guidance clinic should not accept 
more than a small number of families who 
are seen for supportive or ameliorative 
therapy. These goals are more properly the 
objectives of social agencies wherein case 
workers are ideally equipped to provide 
such help. In order that a clinic establish 
its own professional identity, thereby dif- 
ferentiating itself from social agencies, the 
larger part of its therapeutic program 
should allow for intensive psychotherapeu- 
tic experiences with goals aimed at struc- 
tural and reconstructive changes within the 
child as well as his parent. 

It is a great temptation, most difficult to 
control, for all of us irrespective of our field 
and agency to dispense help indiscrimi- 
nately and to all comers. This is made es- 
pecially difficult when we appreciate that 
most clinics and agencies can in actuality be 
of “some” help to all children and their 


most only 
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families. Only when we recognize that we 
in fact perform a disservice to them when 
‘ve indulgé in such questionable methods 

‘ractice are we conscientiously alerted to 
the need for self-discipline, which in turn 
provides us with a basis for instituting com- 
prehensive selection. Perhaps we should 
repeatedly ask ourselves, “How can we in- 
vest our professional time most wisely and 
economically so as to realize the greatest 
return in the form of patient recovery and 
the progressive development of community 
services for children?” 


INTRA-CLINIC CONSIDERATIONS 


No two clinics or two agencies are identical. 
In the final analysis, any one facility is made 
up of professional people of different dis- 
ciplines, with different training and experi- 
ence, with variable skills, contributing vari- 
able amounts of time. In essence it is the 
sum total of the properties and qualities of 
each of the individual professional partici- 
pants that determines the final product 
with respect to the scope and limitations of 
the unit. Depending on these variables, 
any one child guidance clinic may not be 
too far removed from the services rendered 
by any one of the more advanced social 
agencies. 

To use a suitable analogy, the flavor and 
consistency of the cake itself is basically 
determined by its ingredients. If we mix 
one part of psychiatry with equal parts of 
clinical psychology and psychiatric social 
work the integrated product is a child guid- 
ance clinic. On the other hand, if the in- 
gredient of any one agency is almost ex- 
clusively case workers and the psychiatric 
and_ psychological participation is quite 
peripheral and minimal, we have quite a 
different product with the psychiatric serv- 
ices at best representing a topping or an 
icing on what is basically a social work or- 








ganization. In all fairness, it should be 
mentioned that there are some child guid- 
ance clinics throughout the country who 
have available only small amounts of psy- 
chiatric time (and this largely for appear- 
ance’s sake) and whose programs show no 
essential differences from other non-psychi- 
atric facilities working with children. 

In-service training and research activities 
must be an integral part of a progressive 
child guidance program. Without them, 
opportunities for the refinement and better- 
ment of diagnostic and therapeutic pro- 
cedures cannot be made. Professional stag- 
nation is the alternative to continued re- 
search and teaching, which are activities 
that virtually insure a high quality to the 
service rendered. An optimum educational 
unit should provide all participants with 
cross-sectional and wide experience in their 
field. This implies that they be given the 
opportunity of working with children of 
various ages and both sexes, as well as be 
exposed to patients subject to a range of 
different types and orders of disturbance. 
Such a consideration for a diversified experi- 
ence will inevitably shape and determine 
some of the intake practices. In an equally 
great measure, the content of research proj- 
ects will play a role in the further deter- 
mination of which cases are to be selected. 

In essence, therefore, intra-clinic consid- 
erations depending on the needs and inter- 
ests of the professional participants should 
be a factor in structuring intake policies. 
As stated previously, this aspect must be 
carefully and judiciously balanced against 
community needs. Fortunately, most clinics 
and agencies are advantageously provided 
with enough leeway for a synthesis of such 
seemingly opposite needs and pressures to 
be effected. 

In passing, other factors will be briefly 
mentioned as they represent some of the 
other general determinants of intake prac- 
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tices. Depending on its source of support, 
any one clinic may find it necessary to es- 
tablish a particular close liaison with either 
a court, a school system, a hospital or an- 
other community agency. As a_ conse- 
quence, a large segment of its case load will 
often originate in one particular organiza- 
tion or institution. Geographical limita- 
tions on intake are also determined by the 
clinic’s source of financial support. In those 
situations where a clinic is compelled to 
earn some of its own support, the nature of 
the family income will also enter in as a 
determinant. 


DIAGNOSTIC PRACTICES 


Planning for children who are subject to 
emotional, social and/or intellectual prob- 
lems is achieved most ideally when the 
clinic or agency has available a thoroughly 
complete diagnostic assessment. Such a 
study, of necessity, has to be of a global 
nature which takes into consideration the 
multitude of factors which originally 
created the child’s disturbance as well as 
those which currently contribute to and 
hamper the child’s progressive develop- 
ment. The diagnostic contribution of the 
child guidance clinic is a unique one which 
cannot be duplicated by any community 
agency that does not employ the direct serv- 
ices of the clinical team in such an effort. 
The individual contribution of each mem- 
ber of the team is a specific one, and the 
pooling and sifting of their combined data 
allows for a comprehensive formulation 
that is otherwise unattainable. Most social 
and child welfare agencies avail themselves 
of either partial or indirect services wherein 
the psychiatrist and/or psychologist are not 
used or if the psychiatrist participates he 
does so on an indirect or consultative basis. 
The final diagnostic products in these dif- 
ferent situations cannot be the same. It 
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should be emphasized that there is a vast 
difference between the integration of direct 
psychiatric and psychological services on 
the one hand and their peripheral consulta- 
tive participation on the other. 

It would seem to be most instructive for 
us to examine in detail the diagnostic proc- 
ess within the child guidance clinic in order 
to appreciate the specialized nature of its 
contribution to the community of disturbed 
children. To begin with, every child ad- 
mitted: who has not had the benefit of a 
recent pediatric examination is seen by the 
clinic pediatrician, and when indicated the 
child is referred for more intensive meta- 
bolic, neurophysiological and radiographic 
studies. In the average “case” we auto- 
matically look upon the child, his mother 
and his father as the three most significant 
family members in need of thorough psy- 
chiatric-psychological-social study. The in- 
terviews are so arranged among the three 
members of our clinical team that we obtain 
a variety of clinical specimens and impres- 
sions. Further, we insure the opportunity 
of cross-evaluation of each of the three 
family members by submitting them to at 
least two clinical exposures by two separate 
clinical examiners. 

In order to establish some perspectives 
for our diagnostic and therapeutic frame 
of reference, it seems wise to refer to Chart 
II. Our central focus (represented by 
sphere 1, primary and inherent forces) is of 
course the child, and we consider him with 
respect to the following considerations: (1) 
his constitutional endowment, both physical 
and psychological, (2) his physical disabili- 
ties and illnesses, (3) his adverse environ- 
mental experiences and traumata, (4) his 
distorted perceptions, misunderstandings 
and misinterpretations of his life experi- 
ences. After our initial consideration of 
the child we then visualize the natural 
mother or her substitute (represented by 
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sphere 2, secondary and maternal forces) as 
the most important representative of the en- 
vironment during his formative years, for it 
is she essentially who provides him with the 
physical and psychological lifeline through 
which he establishes his primary adjustment. 
In both a genetic and chronological 
sense, the father and siblings (represented 
by sphere 3, tertiary or intra-familial 
forces) take on increasing importance 
for him with the passage of time. 
Certainly with the child’s increasing depar- 
ture from the family circle beginning at 
age 5 his interpersonal relationships within 
the school and neighborhood become more 
and more significant in determining fur- 
ther trends in his personality development. 
In essence, therefore, we point our investi- 
gative efforts in the following directions: 


@ The child is studied with respect to his 
internal (intra-psychic) and external (en- 
vironmental, interpersonal) adjustment. 
@ The mother-child system is studied with 
respect to the nature and quality of the 
relationship, focusing particularly on the 
strengths and weaknesses of the unit. 


@ The family constellation is evaluated to 
ascertain the major conflicting currents 
within the setting and their specific impact 
imparted to the child. The individualized 
relationship of specific family members with 
our child-patient is recognized and some 
partiality is given to the assessment of the 
state of the marital union. 


In referring to Chart II it is to be fully 
appreciated that the child, on the one hand, 
can be directly and contiguously affected 
by the individual experiential forces as 
they exist in spheres 2, 3 and 4. On the 
other hand, he can be similarly affected 
by transmission of such forces from spheres 
4 to 3 to 2, and the mother so influenced 
interacts with the child. The mother, 
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Significant experiential forces in child development 
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as a consequence of her biological and social 
role with the infant, funnels all such extra- 
familial and intra-familial influences and 
traumas impinging on her in the direction 
of her child during his first two years of 
life. This becomes less true as the child 
moves away from such an early symbiotic 
arrangement with his mother (3). 

To illuminate and grasp these varied but 
significant areas is a most arduous and 
complex task. The psychiatrist should 
come to utilize and welcome data obtained 
by the associate disciplines of social work 
and psychology within the child guidance 
clinic. The time-honored consideration of 
the team approach involves the three dis- 
ciplines of psychiatry, clinical psychology 
and psychiatric social work collaborating in 
a mutually reinforcing and supplementary 
fashion. The benefits of such a profes- 
sional partnership are clear. Complications 
in this approach arise largely as a con- 
sequence of a poorly conceived framework 
of the individual role of each of the dis- 
ciplines. Whenever such a merging of pro- 
fessional activities occurs, there tends to 
take place a confusion of the identity, re- 
sponsibility and basic contributions of each 
of the three disciplines. The temptation 
is a great one to over-extend one’s bound- 
aries and usurp fundamental functions of 
the other fields. In what follows we will 
attempt to clarify the basic contribution of 
each discipline to the diagnostic exercise 
within a child guidance clinic. 


@ The psychiatric social worker’s central 
task is a cross-sectional clarification of the 
family dynamics so that she is allowed to 
arrive at 2 formulation of the family con- 
stellation with its various assets, limitations 
and problematic interpersonal interactions 
in which our child-patient exists. Her 
point of departure and major emphasis 
should occur within spheres 4 and 3 (extra- 
familial and intra-familial forces) allowing 
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herself some minimal excursions in the di- 
rection of spheres 2 and 1. Such informa- 
tion is obtained by interviews with the par- 
ent. Her data can be inestimably enriched 
by a home visit but for various reasons this 
practice, unfortunately, is virtually extinct. 


@ The psychologist’s essential contribution 
is an over-all attempt to assess the intra- 
psychic content and operation of the child 
with particular emphasis on his conflictual 
areas. This is achieved by directly evaluat- 
ing the child, utilizing a variety of test 
methods. The psychologist largely investi- 
gates sphere 1 and may depart somewhat 
into considerations of the forces at work 
within spheres 2 and 3. 


@ The psychiatrist, armed with an overview 
and a broad understanding of the child 
and his family, proceeds selectively to ex- 
plore choice areas which seem most per- 
tinently related to the genetic, structural 
and dynamic aspects of the child’s specific 
illness and psychopathology. This may be 
achieved by supplementing and further ex- 
ploring significant areas already detected 
by the psychologist and the social worker. 
Or the psychiatrist may find it necessary to 
venture into material that has been by- 
passed by the previous examiners for any of 
several reasons. His basic purpose is to ex- 
tract the most relevant material which pro- 
vides him with a working hypothesis for 
planning subsequent therapy or programs 
for the child. More peripheral data which 
has less significant bearing on the child re- 
mains unexplored. The psychiatrist utilizes 
the opportunity to interview both parents 
and child in order to effect the necessary syn- 
thesis of intra-familial and intra-psychic 
(child’s) dynamics. 

Procedures which deviate substantially 
from the above lines of exploration result 
in needless duplication of data and poor 
disciplinary contributions. Chart III repre- 
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sents diagramatically the approximate divi- 
sion of labor just described and indicates 
that although overlapping of function is 
inevitable it can be kept to an irreducible 
minimum. 

At the conclusion of the study we should 
have enough data to allow us to set down 
the following: 

Diagnostic category 

Symptom-complex 

(descriptive consideration) 


Quantitative consideration 


INTRAFAMILIAL PSYCHOPATHOLOGY 


Grade 

1 Sub-clinically conflicted 
2 Moderately conflicted 

3 Severely conflicted 

4 Malignantly conflicted 


PSYCHOPATHOLOGY WITHIN THE CHILD 


Grade 

1 Sub-clinical disorder 

2 Moderately disturbed 
3 Severely disturbed 

4 Malignantly disturbed 


Diagnostic formulation 
(qualitative consideration) 
Constitutional and physical factors 
Genetic factors 
Historical and developmental 
(intrafamilial and socio-cultural) 
Dynamic and structural factors 


Establishment of a total treatment plan 
(to be discussed in the section which follows) 


TREATMENT PRACTICES 


Child guidance clinics are obviously and of 
necessity child-oriented and as such differ 
basically from most of the private and pub- 
lic social agencies which are geared to the 
broad aspects of family rehabilitation. This 
implies that the clinic has a more uniform 
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therapeutic approach while family agencies 
may set their sights on any one or more of 
several interactional disturbances (4) within 
the family that presents itself for help. We 
in the child guidance clinic face ourselves 
with the question: “Which focal areas of 
family disturbance and which family mem- 
bers should be concentrated upon in our 
therapeutic efforts so that maximal results 
are effected with respect to the improvement 
of the child?” Thus a total therapeutic 
plan can be arrived at in many cases by 
taking advantage of an exhaustive diag- 
nostic approach. 

In order to more clearly differentiate 
themselves from social agencies which are 
also occupied with helping emotionally- 
disturbed children, it is rather self-evident 
that the clinics are expected to work toward 
more intensive and reconstructive results 
with respect to their child-patients. It is 
to be assumed that within this presentation 
we do not refer to supportive or ameliora- 
tive methods of therapy, which are essen- 
tially geared to the modification of the prob- 
lem rather than to any basic alteration 
within the personality of the child. Inherent 
in the case work or supportive approach to 
the parent is the objective of “containment” 
rather than the goal of basic alterations in 
attitude of the parent toward the child so 
that the mother is moved to the point of 
desisting from any further active interfer- 
ence in the child’s progressive development. 

More pertinently, we consider that our 
over-all therapeutic focus is on the totality 
of the child with respect to the various sets 
of internal (intra-psychic) conflicts as well as 
his external (interpersonal) conflicts. With 
the large majority of children and their 
families seen in the clinic this goal is 
best achieved by working through the basic 
problems in the mother-child relationship. 
This is because the mother, in the large 
majority of cases, occupies a significant and 











strategic position in the child’s develop- 
ment and consequently has had a primary 
influence on him. This is our point of de- 
parture in the initiation of therapy, as well 
as the point of final return during the 
termination of therapy. The courses are 
varied and manifold between the start and 
the end, and are completely dependent on 
the characteristics and complexities of the 
individual situation. 

In focusing so definitively on the mother- 
child relationship, it should not be over- 
looked that other significant, albeit more 
peripheral, relationships of the child are to 
be appropriately explored. Nevertheless, 
in our therapeutic navigation we attempt 
to steer a course which always leads back 
to the significant and primary mother-child 
system, although many varied detours are 
unavoidable, necessary and often essential. 
In the same way, therapy with the mother 
is much more circumscribed than is the 
practice within case work agencies. Al- 
though an appreciation of her total person- 
ality and problem areas is most important, 
the significant therapeutic work  cen- 
ters on a corrective and reconstructive re- 
pair of the relationship she has with her 
child. In the pursuit of such a goal with 
the mother, the vicissitudes of her own anxi- 
eties and the varied set of her interpersonal 
problems is inevitably entered into, but the 
extent of their exploration is strategically 
geared to only those significant facets which 
have powerful bearing on her attitude to- 
ward the child. Such an orientation calls 
for a good deal of professional experience 
and self-discipline since it involves a highly 
selective therapeutic process. Ineffective 
and uneconomical work with parents in 
child guidance arises largely from a random 
type of therapeutic activity with the adults. 
Without a sharpened focus on our objec- 
tives, at best only partial therapeutic gains 
are achieved. 
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In a considerable number of cases, it has 
been our experience that unless basic and 
substantial improvements can be effected in 
the mother-child relationship per se, one 
should seriously question the degree to 
which the child can be helped. Where the 
child continues to reside in the home dur- 
ing and following the therapy program, any 
substantial gains that may have been 
achieved may fail to undergo consolidation 
and instead be easily reversed in the face of 
highly pathological attitudes still emanat- 
ing from the mother. Stated in another 
way, if the mother cannot move into the 
position of “auxiliary therapist,” a child 
guidance program would appear to offer 
only a limited and temporary type of alle- 
viation for the child’s problem. For the 
mother to have such capacities, one would 
expect to be able to recognize that her emo- 
tional constellation is such that her con- 
structive attitudes toward her child over- 
balance her destructive ones. Such an iden- 
tification with her therapist allows the 
mother to effect basic changes within the 
family constellation which convert the 
child’s “residential” experience at home 
into a therapeutic one. Unless the 
child is provided with a moderately healthy 
home arrangement of this kind, it may be 
too much for us to expect that a 1-hour 
weekly therapeutic contact can go very far 
in reversing his psychopathology, which to 
a large degree may be directly correlated 
with the disturbed family atmosphere in 
which he continues to live. 

Flexibility in treatment planning is most 
imperative because no two “cases” (nor two 
therapists) are identical. Without this el- 
bow room many situations are slated for 
failure from the beginning. Unless one can 
match the appropriate treatment plan to 
the particular nature of the child’s and 
his family’s disturbance, therapy will often 
not “take.” 
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implies that the clinic has a more uniform 
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therapeutic approach while family agencies 
may set their sights on any one or more of 
several interactional disturbances (4) within 
the family that presents itself for help. We 
in the child guidance clinic face ourselves 
with the question: “Which focal areas of 
family disturbance and which family mem- 
bers should be concentrated upon in our 
therapeutic efforts so that maximal results 
are effected with respect to the improvement 
of the child?” ‘Thus a total therapeutic 
plan can be arrived at in many cases by 
taking advantage of an exhaustive diag- 
nostic approach. 

In order to more clearly differentiate 
themselves from social agencies which are 
also occupied with helping emotionally- 
disturbed children, it is rather self-evident 
that the clinics are expected to work toward 
more intensive and reconstructive results 
with respect to their child-patients. It is 
to be assumed that within this presentation 
we do not refer to supportive or ameliora- 
tive methods of therapy, which are essen- 
tially geared to the modification of the prob- 
lem rather than to any basic alteration 
within the personality of the child. Inherent 
in the case work or supportive approach to 
the parent is the objective of “containment” 
rather than the goal of basic alterations in 
attitude of the parent toward the child so 
that the mother is moved to the point of 
desisting from any further active interfer- 
ence in the child’s progressive development. 

More pertinently, we consider that our 
over-all therapeutic focus is on the totality 
of the child with respect to the various sets 
of internal (intra-psychic) conflicts as well as 
his external (interpersonal) conflicts. With 
the large majority of children and their 
families seen in the clinic this goal is 
best achieved by working through the basic 
problems in the mother-child relationship. 
This is because the mother, in the large 
majority of cases, occupies a significant and 








strategic position in the child’s develop- 
ment and consequently has had a primary 
influence on him. This is our point of de- 
parture in the initiation of therapy, as well 
as the point of final return during the 
termination of therapy. The courses are 
varied and manifold between the start and 
the end, and are completely dependent on 
the characteristics and complexities of the 
individual situation. 

In focusing so definitively on the mother- 
child relationship, it should not be over- 
looked that other significant, albeit more 
peripheral, relationships of the child are to 
be appropriately explored. Nevertheless, 
in our therapeutic navigation we attempt 
to steer a course which always leads back 
to the significant and primary mother-child 
system, although many varied detours are 
unavoidable, necessary and often essential. 
In the same way, therapy with the mother 
is much more circumscribed than is the 
practice within case work agencies. Al- 
though an appreciation of her total person- 
ality and problem areas is most important, 
the significant therapeutic work cen- 
ters on a corrective and reconstructive re- 
pair of the relationship she has with her 
child. In the pursuit of such a goal with 
the mother, the vicissitudes of her own anxi- 
eties and the varied set of her interpersonal 
problems is inevitably entered into, but the 
extent of their exploration is strategically 
geared to only those significant facets which 
have powerful bearing on her attitude to- 
ward the child. Such an orientation calls 
for a good deal of professional experience 
and self-discipline since it involves a highly 
selective therapeutic process. Ineffective 
and uneconomical work with parents in 
child guidance arises largely from a random 
type of therapeutic activity with the adults. 
Without a sharpened focus on our objec- 
tives, at best only partial therapeutic gains 
are achieved. 
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In a considerable number of cases, it has 
been our experience that unless basic and 
substantial improvements can be effected in 
the mother-child relationship per se, one 
should seriously question the degree to 
which the child can be helped. Where the 
child continues to reside in the home dur- 
ing and following the therapy program, any 
substantial gains that may have been 
achieved may fail to undergo consolidation 
and instead be easily reversed in the face of 
highly pathological attitudes still emanat- 
ing from the mother. Stated in another 
way, if the mother cannot move into the 
position of “auxiliary therapist,” a child 
guidance program would appear to offer 
only a limited and temporary type of alle- 
viation for the child’s problem. For the 
mother to have such capacities, one would 
expect to be able to recognize that her emo- 
tional constellation is such that her con- 
structive attitudes toward her child over- 
balance her destructive ones. Such an iden- 
tification with her therapist allows the 
mother to effect basic changes within the 
family constellation which convert the 
child’s “residential” experience at home 
into a therapeutic one. Unless the 
child is provided with a moderately healthy 
home arrangement of this kind, it may be 
too much for us to expect that a 1-hour 
weekly therapeutic contact can go very far 
in reversing his psychopathology, which to 
a large degree may be directly correlated 
with the disturbed family atmosphere in 
which he continues to live. 

Flexibility in treatment planning is most 
imperative because no two “cases” (nor two 
therapists) are identical. Without this el- 
bow room many situations are slated for 
failure from the beginning. Unless one can 
match the appropriate treatment plan to 
the particular nature of the child’s and 
his family’s disturbance, therapy will often 
not “take.” 
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Of central importance in the total treat- 
ment planning is the framework of the in- 
terview structure. This may be set up vari- 
ably but is most significantly dependent 
upon diagnostic findings. There are three 
significant variables for us to be concerned 
with in the establishment of the interview 
structure. 


SELECTION OF PATIENTS 


Which family member or members are 
to be included in the treatment? In all 
cases the child is introduced to some degree 
into the therapeutic process. Because of 
the central importance of the mother in 
the determination of personality as well as 
symptom formation in the child, she is 
similarly involved in the majority of situ- 
ations. The mother of course need not be 
introduced into the plan if she has not sig- 
nificantly influenced the child (either in 
the case of her physical absence during the 
child’s early years or where she has de- 
faulted her maternal role to another family 
member). In such situations the mother 
substitute may be included. Where mother 
and child are involved in a complementary 
neurosis, the father need not be included to 
any substantial extent. 

Serious consideration should be given to 
the concept of the active psychopathogenic 
agent—that member of the family who pri- 
marily feeds the family neurosis and by his 
(or her) continuous acting-out shapes its 
neurotic structure. If such an individual— 
mother or father—is extensively disturbed 
and/or refuses to participate in the thera- 
peutic process, therapy with the child will 
be of limited value unless the individual 
can be neutralized through removal or 
therapy. Until such a step is achieved, it 
seems wisest to postpone child guidance 
therapy for the child-patient. If the active 
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psychopathogenic agent is someone other 
than the mother and can profitably be in- 
cluded in the plan, it seems significant for 
him to replace the mother in the interview 
arrangement. In such situations the mother 
can be seen but mostly on an informant 
basis and with the hope of using her for her 
stabilizing influence on the conflicted house- 
hold. 


THERAPIST-PATIENT MATCHING 


Which therapist or therapists can be as- 
signed to which family member or mem- 
bers? Therapists vary as to their disciplines 
and skills, their individual preferences for 
patients (sex, age, type of problem) and their 
ability either to work collaboratively with 
other therapists or to work singly. When 
these variations are taken into considera- 
tion, matching of specific cases to specific 
therapists is accomplished much more suc- 
cessfully. 

As many as, but certainly not more than, 
two therapists should be involved in any 
one case. In our experience, a single thera- 
pist in many situations has been able to 
work optimally seeing both the mother and 
child sequentially in what is known as the 
triangular treatment plan (5). 


NATURE OF THE INTERVIEWS 


What will be the sequence, frequency 
and duration of the interviews? These can 
be variously staggered. There seems to be 
no good reason to keep ritualistically in all 
cases to a full hour of therapy contact. Spe- 
cial advantages seem to arise from having 
the therapist interview the mother just prior 
to his contact with the child. This fresh 
briefing arms and prepares the therapist 
with information that he can use to under- 
stand more significantly the productions of 








the child. Often such an arrangement will 
also provide the therapist with the opportu- 
nity for timely interpretations to the parent. 

The following represents some of the al- 
ternate plans of design for the interviews: 


@ The triangular treatment plan described 
above can be utilized much more exten- 
sively in child guidance clinics than has 
been the practice to date. It has been our 
experience that many of the taboos against 
the utilization of one therapist for the 
mother and the child are not borne out in 
the clinical trial of this method. 


@ The four-fold approach: There are situ 
ations which clearly need the assignment of 
separate therapists to the child on the one 
hand and to the parent or parents on the 
other. Adolescents quite frequeni!y are 
seen to be in need of therapeutic privacy, 
for their struggle often is represented by 
an intense need to establish their own psy- 
chological identity apart from the parents. 
The child with an extensive paranoid pre- 
disposition will often find it virtually im- 
possible to proceed with therapy unless he 
has appreciable assurance that the feared or 
hated parent has no access to his secret com- 
munications. Parents as well as children 
are often seen who because of extensive 
affect hunger, possessiveness and exagger- 
ated dependency find it virtually impossible 
to share their therapist. 

@ The child is seen exclusively with or with- 
out the very minimal participation of the 
parent: From time to time we observe chil- 
dren with a surprising amount of ego 
strength and an unusual motivation for 
help who essentially function in a thera- 
peutic situation in an almost adult-like 
fashion. Substantial therapeutic gains can 
be made without involving the parent in 
the treatment plan. 

@ The parent is seen exclusively with or 
without the very minimal participation of 
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the child: In pre-school children and where 
it can be clearly recognized that the parent 
is grossly causative of the child’s disturbance 
and continues to feed the illness, work with 
the parent alone can often effect extensive 
changes in the child. 

In developing a total treatment plan, a 
vigorous and resourceful extension of the 
clinic’s influence in effecting positive 
changes within the child’s educational-socio- 
cultural milieu is very much indicated. Ac- 
tive psychiatric recommendations are made 
for change in his school, neighborhood and 
recreational experience in order to establish 
constructive situations more favorable to 
his developmental and maturational needs. 
Such changes act as further catalysts in the 
therapeutic process. A semi-annual review 
of therapeutic progress allows for the pos- 
sibility of change in treatment planning as 
it may be affected by newer insights which 
may have been arrived at belatedly or by 
significant alterations in the child’s life and 
interpersonal situations. 


SUMMARY 


We have attempted to outline the role of 
the child guidance clinic within the family 
of facilities serving children in any one com- 
munity. This has largely been arrived at 
through an attempt to delineate those areas 
of its efficacy and those equally important 
areas of its limitations. We recommend such 
an exercise in self-analysis for all other units 
serving children as it tends to point up 
deficits as well as duplications in any one set 
of community facilities and thereby helps in 
over-all organizational planning. 

The specific contribution of the child 
guidance clinic is inherent in the unique- 
ness of its diagnostic and therapeutic goals 
and procedures, which in the final analysis 
are essentially determined by the properties 
and qualifications of its constituent staff. 
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An exhaustive diagnostic study involving 
the clinical team and typified by the child 


guidance approach would appear to be a. 


prerequisite for comprehensive and _ total 
treatment planning. All agencies serving 
children with emotional, social and/or in- 
tellectual problems would appear to need 
such an evaluation in order to effect opti- 
mum services. 

Particular emphasis has been put on the 
important need for flexibility in the indi- 
vidualization of interview structuring. A 
goodly amount of treatment failures seem 
related to lack of flexibility with the result 
that appropriate structuring of the inter- 
view is not achieved. 
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S. MOUCHLY SMALL, M.D. 


Psychiatric evaluation 


of the educator’s role 


Effective solutions to the ever-growing prob- 
lem of mental health require the broadest 
conception of a preventive and therapeutic 
program. Formerly the mental hospital 
existed in geographical isolation, almost as 
if to lend credence to the belief that mental 
illness was something to be hidden or be 
ashamed of. Today the trend has most for- 
tunately been reversed, with psychiatric 
disorders now considered as only one facet 
of various types of medical problems. The 
intimate interrelationship between body 
and mind is well recognized in psychoso- 
matic medicine and the central importance 
of treating the patient as a person instead 
. of a collection of bodily organs has been 
_ clearly enunciated. 

The focus on the individual as a total 
personality was given great impetus by the 





Dr. Small is head of the department of psychiatry at 
the University of Buffalo School of Medicine and di- 
rector of psychiatry at the Edward J. Meyer 
Memorial Hospital, Buffalo. He presented this 
paper October 28, 1955 as an address before the 
New York State Teachers Association. 


in mental health 


School of Psychobiology under the aegis of 
Adolf Meyer at Johns Hopkins University. 
Almost concomitantly, psychoanalysis, fa- 
thered by Sigmund Freud, was making its 
influence felt not only in psychiatry but in 
such related fields as anthropology, sociol- 
ogy and education. 

While at first there seemed to be an al- 
most natural rebellion against the idea that 
our thoughts and actions were greatly in- 
fluenced by dynamic and forceful uncon- 
scious drives, the overwhelming evidence 
for such urges to action could no longer 
be denied. However, instead of simplify- 
ing the problem of the sources of human 
behavior, it made the issue even more com- 
plex. Nevertheless, what had previously 
seemed to be totally irrational behavior 
could now be understood and explained. 

With the rapidly growing numbers of 
individuals seeking or requiring psychiatric 
Assistance, a new point of view has become 
firmly entrenched. This is the concept of 
a “therapeutic community” in which tyeat- 
ment is considered to be a function of the 
whole environment and not just of the 
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physician. The psychologist, social worker, 
nurse, attendant, occupational therapist 
are all members of a community team and 
all work toward restoring the individual to 
mental health. 

The same approach transferred to prob- 
lems of prevention, early detection or early 
treatment of emotional disorders actively 
involves the educator as a member of the 
therapeutic community. The psychiatrist 
has the task of educating, informing, organ- 
izing and integrating the efforts of the 
various participants and perhaps of taking 
over in a more personal and individual 
fashion should the problem become serious 
or malignant. Thus, this article may be 
said to focus on one of the psychiatrist’s 
functions as it relates to the educator. 


THE MODERN EDUCATOR 


We must not overlook the role of the first 
and probably the most important educator 
for the child—that is his parents, and more 
especially the mother. It is in this earliest, 
intimate, life-sustaining relationship that 
the child learns about himself and his en- 
vironment and gradually learns to differ- 
entiate self from non-self. With the self or 
ego thus separated from the rest of the 
world the child can then begin to form 
significant interpersonal relationships. 

It is a well accepted fact in educational 
circles that the scope of the teacher should 
extend far beyond the mere implantation 
of facts in the student’s mind which can 
then be recalled by a given stimulus such as 
an examination. The modern educator has 
a clear-cut responsibility to aid in the de- 
velopment and maturation of the individual 
along emotional, social and cultural chan- 
nels in addition to intellectual develop- 
ment. For a healthy total development the 
child requires stimulation and opportunity 
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for action. This is particularly true during 
the early years of life. 

The teacher is in a strategic position to 
be a constructive balancing force for each 
child. Some children will come from homes 
where they are literally to be seen and not 
heard. With such inhibited children the 
teacher should recognize the need to en- 
courage motor activity and active participa- 
tion in school programs; the reverse may 
be desirable with those children who char- 
acteristically act out with little self-disci- 
pline or control. 

The opponents of a more liberal and less 
rigid educational approach to learning fre- 
quently point to so-called “progressive 
schools” and deprecate the quality of their 
graduates. They allude to the large num- 


ber of emotionally disturbed, poorly socially 
adjusted children as the product of unlim- 
ited permissiveness. 


They go further and 
ascribe the idea of never frustrating a child 
to psychiatrists and psychoanalysts and use 
this as a justification for discarding all basic 
principles of human behavior discovered by 
psychoanalytic research. One such instruc- 
tor, who obviously was having difficulties 
of her own, was asked by a grade-school 
child what to do about his failure in arith- 
metic. She responded by urging him to 
pray very hard that he would do better in 
this subject. Granted that prayer can be 
most helpful as a source of spiritual solace 
and comfort, it is not an open sesame to 
long division. 

Nevertheless, let me hasten to add, psy- 
chiatrists have likewise been at fault for 
not correcting and clarifying the misinter- 
pretation of unlimited permissiveness. It 
has been shown that one may interfere with 
maturation and cause fixations at early 
stages of development by over-gratification 
as well as by serious deprivation. The 
former leads to as many neurotic problems 








both in childhood and later life as does 
excessive frustration. Furthermore, a cer- 
tain degree of gradually imposed limita- 
tions becomes increasingly necessary in or- 
der that the child learn to accept certain 
unpleasant aspects of reality for the present. 
Those who observe children in the pre- 
verbal stage can readily see that the imme- 
diate gratification of the child’s every desire 
by a mother who can almost anticipate his 
wishes hampers the development of speech. 
Contrariwise, the development of speech is 
hastened in those instances where the child 
has to exert himself by pointing or making 
unintelligible sounds to indicate his desire 
for a certain object and the mother repeats 
the name of the toy before giving it to the 
child. Thus, a mild degree of frustration 


is a valuable stimulus toward growth and 
maturation. Without it a baby-like passive 
dependency is fostered. 


FRUSTRATION AND CONTROL 


Occasional frustration demanded by the 
needs of reality is probably also a desirable 
incentive to maturation in the older child, 
if it is not too severe or consistent. Limits 
on permissiveness in various activities 
should be broad and flexible, but most 
certainly such limitations must exist for the 
development of a person who will conform 
to society. Not infrequently children will 
purposely test the limits to see what hap- 
pens when they are exceeded. At such 
times discipline should be firm and une- 
quivocal. This not infrequently gives some 
children a sense of security based on the 
knowledge that law and order exist and 
that the future is predictable to some 
extent. 

Unfortunately, we are still in the stage 
where we deal with probabilities and pre- 
sumptions in the field of mental health. 
Various educators stress the child’s need for 
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‘love, understanding, respect, approval and 


help at difficult times. The assumption is 
often made that affection will give the child 
a sense of value as a person and that respect 
will give the child self-confidence and trust 
in his own abilities and performances. 
There is little doubt that these are construc- 
tive approaches and that they seem to be of 
value for the moment. However, the per- 
sistence of these developments has never 
been proved in a scientifically controlled 
study. Since the first five to six years of 
life, often before the child ever comes to 
school, are of crucial importance for per- 
sonality development and predisposition to 
emotional difficulties, the question arises 
as to the long-term values of such guidance 
principles for establishing mental health. 
While I most certainly would not suggest 
changing these approaches, educators must 
not delude themselves into promising more 
than they can deliver. 

It is a matter of common knowledge 
among psychiatrists how difficult it is to 
change attitudes by straightforward explan- 
ation, education or persuasion. Yet these 
are the very methods in common use by 
educators. Through the medium of lec- 
tures, pamphlets, moving pictures and 
group discussions attempts are made to 
teach children and their parents what to 
do to further healthy development. How 
effective these methods are in changing 
deep-seated attitudes is problematical. 
While it is true that superficial behavior 
can be modified, are we able to extinguish 
the fires of intense sibling rivalry or hostile 
resentments against an overly strict and 
domineering parent by such methods? 
There is certainly very little evidence to 
support such a claim. 

A great deal of research is necessary to 
determine the most effective educational ap- 
proaches. It is often claimed that we learn 
through repetition or by experience. By 
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physician. The psychologist, social worker, 
nurse, attendant, occupational therapist 
are all members of a community team and 
all work toward restoring the individual to 
mental health. 

The same approach transferred to prob- 
lems of prevention, early detection or early 
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has the task of educating, informing, organ- 
izing and integrating the efforts of the 
various participants and perhaps of taking 
over in a more personal and individual 
fashion should the problem become serious 
or malignant. Thus, this article may be 
said to focus on one of the psychiatrist’s 
functions as it relates to the educator. 


THE MODERN EDUCATOR 


We must not overlook the role of the first 
and probably the most important educator 
for the child—that is his parents, and more 
especially the mother. It is in this earliest, 
intimate, life-sustaining relationship that 
the child learns about himself and his en- 
vironment and gradually learns to differ- 
entiate self from non-self. With the self or 
ego thus separated from the rest of the 
world the child can then begin to form 
significant interpersonal relationships. 

It is a well accepted fact in educational 
circles that the scope of the teacher should 
extend far beyond the mere implantation 
of facts in the student’s mind which can 
then be recalled by a given stimulus such as 
an examination. The modern educator has 
a clear-cut responsibility to aid in the de- 
velopment and maturation of the individual 
along emotional, social and cultural chan- 
nels in addition to intellectual develop- 
ment. For a healthy total development the 
child requires stimulation and opportunity 
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for action. This is particularly true during 
the early years of life. 

The teacher is in a strategic position to 
be a constructive balancing force for each 
child. Some children will come from homes 
where they are literally to be seen and not 


heard. With such inhibited children the 


teacher should recognize the need to en- 
courage motor activity and active participa- 
tion in school programs; the reverse may 
be desirable with those children who char- 
acteristically act out with little self-disci- 
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The opponents of a more liberal and less 
rigid educational approach to learning fre- 
quently point to so-called “progressive 
schools” and deprecate the quality of their 
graduates. They allude to the large num- 
ber of emotionally disturbed, poorly socially 
adjusted children as the product of unlim- 
ited permissiveness. They go further and 
ascribe the idea of never frustrating a child 
to psychiatrists and psychoanalysts and use 
this as a justification for discarding all basic 
principles of human behavior discovered by 
psychoanalytic research. One such instruc- 
tor, who obviously was having difficulties 
of her own, was asked by a grade-school 
child what to do about his failure in arith- 
metic. She responded by urging him to 
pray very hard that he would do better in 
this subject. Granted that prayer can be 
most helpful as a source of spiritual solace 
and comfort, it is not an open sesame to 
long division. 

Nevertheless, let me hasten to add, psy- 
chiatrists have likewise been at fault for 
not correcting and clarifying the misinter- 
pretation of unlimited permissiveness. It 
has been shown that one may interfere with 
maturation and cause fixations at early 
stages of development by over-gratification 
as well as by serious deprivation. The 
former leads to as many neurotic problems 











both in childhood and later life as does 
excessive frustration. Furthermore, a cer- 
tain degree of gradually imposed limita- 
tions becomes increasingly necessary in or- 
der that the child learn to accept certain 
unpleasant aspects of reality for the present. 
Those who observe children in the pre- 
verbal stage can readily see that the imme- 
diate gratification of the child’s every desire 
by a mother who can almost anticipate his 
wishes hampers the development of speech. 
Contrariwise, the development of speech is 
hastened in those instances where the child 
has to exert himself by pointing or making 
unintelligible sounds to indicate his desire 
for a certain object and the mother repeats 
the name of the toy before giving it to the 
child. Thus, a mild degree of frustration 


is a valuable stimulus toward growth and 
maturation. Without it a baby-like passive 
dependency is fostered. 


FRUSTRATION AND CONTROL 


-Occasional frustration demanded by the 
needs of reality is probably also a desirable 
incentive to maturation in the older child, 
if it is not too severe or consistent. Limits 
‘On permissiveness in various activities 
should be broad and flexible, but most 
certainly such limitations must exist for the 
development of a person who will conform 
to society. Not infrequently children will 
purposely test the limits to see what hap- 
pens when they are exceeded. At such 
times discipline should be firm and une- 
quivocal. This not infrequently gives some 
children a sense of security based on the 
knowledge that law and order exist and 
that the future is predictable to some 
extent. 

Unfortunately, we are still in the stage 
where we deal with probabilities and pre- 
sumptions in the field of mental health. 
Various educators stress the child’s need for 
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love, understanding, respect, approval and 
help at difficult times. The assumption is 
often made that affection will give the child 
a sense of value as a person and that respect 
will give the child self-confidence and trust 
in his own abilities and performances. 
There is little doubt that these are construc- 
tive approaches and that they seem to be of 
value for the moment. However, the per- 
sistence of these developments has never 
been proved in a scientifically controlled 
study. Since the first five to six years of 
life, often before the child ever comes to 
school, are of crucial importance for per- 
sonality development and predisposition to 
emotional difficulties, the question arises 
as to the long-term values of such guidance 
principles for establishing mental health. 
While I most certainly would not suggest 
changing these approaches, educators must 
not delude themselves into promising more 
than they can deliver. 

It is a matter of common knowledge 
among psychiatrists how difficult it is to 
change attitudes by straightforward explan- 
ation, education or persuasion. Yet these 
are the very methods in common use by 
educators. Through the medium of lec- 
tures, pamphlets, moving pictures and 
group discussions attempts are made to 
teach children and their parents what to 
do to further healthy development. How 
effective these methods are in changing 
deep-seated attitudes is problematical. 
While it is true that superficial behavior 
can be modified, are we able to extinguish 
the fires of intense sibling rivalry or hostile 
resentments against an overly strict and 
domineering parent by such methods? 
There is certainly very little evidence to 
support such a claim. 

A great deal of research is necessary to 
determine the most effective educational ap- 
proaches. It is often claimed that we learn 
through repetition or by experience. By 
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and large, this appears to be so. Yet there 
are numerous individuals who characteristi- 
cally do not learn by experience and who 
do not seem to be troubled by the inevit- 
able punishment which regularly follows 
some type of misbehavior. From this group 
come many of our juvenile delinquents and 
later in life the so-called psychopathic per- 
sonalities. 

Many of us may have mistaken beliefs or 
ideas which may result from lack of factual 
knowledge. When the facts are supplied, 
we alter our beliefs to conform to the new 
information. At times we have a strong 
emotionally determined will to believe, 
such as an unshakeable belief in the great 
superiority of our own political party’s can- 
didate. Such emotionally charged opinion 
often perists in the face of facts to the con- 
trary. Psychiatrists also see individuals 
with delusions or erroneous beliefs which 
are fixed and not subject to correction by 
experience in the slightest degree. This 
certainly challenges the theory that we in- 
variably learn by experience. Again it pre- 
sents the question: Under what conditions 
are people able to learn? 


DEFINING THE GOAL 


Perhaps we should backtrack for the mo- 
ment and clarify what we are trying to 


achieve. Is mental health a kind of will-o’- 
the-wisp that lures us on and on into a 
tangled forest of greater confusion from 
which we cannot extricate ourselves? At 
times it certainly seems that way. First 
parents are told to feed their infants on a 
strict schedule if they hope to have healthy 
children. Ten years later we return to 
hear about feeding on demand and the 
need for greater flexibility with children. 
Do we really know in what direction we 
should move? 
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Despite all this, I believe we can make 
a preliminary attempt to define some of our 
goals. Development and education for 
mental health should instill in the individ- 
ual a capacity to cope with reality and to 
be flexible enough to absorb the usual vicis- 
situdes of life. This should be supple- 
mented by a sufficient personal reserve to 
enable him to recuperate rapidly from acute 
catastrophes. Proper guidance and educa- 
tion should aid the child in adapting to our 
culture and society. Finally we must seek 
to develop to the fullest the individual's 
inherent talents and abilities for his good 
and for the good of the community. 

Having formulated some of our aims, we 
must take two steps. First we must break 
down these generalizations into the cur- 
rency of everyday behavior and experience 
so that they become intelligible at opera- 
tional levels. They must be redefined in 
terms readily appreciated by parents, edu- 
cators and the children themselves so that 
the goals, as desirable ends in themselves, 
can be understood by all. Then we must 
address ourselves to methods and techniques 
by which to implement the principles we 
have established. It is a never-ending task, 
for as we successfully climb one step our 
horizon extends that much further and our 
strivings for greater achievement should be 
intensified to the same degree. 

However, there is one facet of the prob- 
lem which seems to demand immediate at- 
tention. This pertains to the personality 
of the educator himself. Whoever presumes 
to be bold enough to show the way to 
others must be doubly certain that he knows 
the way himself. Teachers constantly serve 
as models and they must be ever alert to be 
sure that their own patterns of behavior 
are acceptable and healthy. Educators have 
a duty to be consciously aware of their own 
emotional reactions, prejudices, blind spots 








and deficiencies so that they may try to 
overcome them or at least compensate for 
their undesirable aspects. If this cannot be 
accomplished by oneself, then outside as- 
sistance is necessary. To meet ever-chang- 
ing problems in the school, which reflect 
change in the community and nation, a con- 
tinuous teacher-training program is essen- 
tial. Experts and specialists from various 
related fields are necessary adjuncts to pro- 
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vide a healthy multi-disciplinary approach 
for the fullest development of our educators. 

Finally, a continuous self-evaluation pro- 
gram of the school, its teachers and class- 
room practices is the only assurance that we 
will not falter in the tortuous and difficult 
road leading to mental health for all. 


TALLER THE MAN 
(A psychotherapist’s note) 


While sky-watchers saw the moon 
Twelve times wax and wane 

I charted his cycle of moods 
And marked his patterns of pain, 
Sounded the fathoms of loss, 
Measured the inching gain. 


So tortured the psyche! . . . complex . . 
But the story was simple in plot, 
Threading from doctors and clinics 
Back—to a boy’s back-lot: 

Switchings of buttocks and legs 

For the boy who laughed and would not, 
“Symptoms” . . . sickness of soul. . . 
For the man who at last could not. 


Yet taller the man than the boy; 

This we must maintain: 

While there is life there is growth, 
Courage can spring out of pain 

When the man wills to raise the boy 

With love, and the meaning made plain. 


—Hazel Kuno 
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A unique clinic for 


disturbed and delinquent 


Few of today’s social problems have cap- 
tured such extensive and intense public 
interest and concern as juvenile delin- 
quency. We are told that infringement of 
legal and moral codes by adolescents, espe- 
cially boys, is increasing at an alarming 
rate. 

Many juvenile delinquents and psychotic 
adolescents are institutionalized, but the 
number offered psychological counseling in 
institutions is small because of limited staff. 
In many cases adolescents are institution- 
alized not because the examining psychi- 
atrist thinks the answer to the problem is 
institutionalization but because there is no 
other facility for treating the child outside 
an institution. Eliminating the necessity 
for placing a child in either a reformatory 
or a state mental hospital is extremely im- 
portant to society, from both a monetary 
and a psychological point of view. How- 





Dr. Huber, now director of psychological services 
for Adelphi College, formerly directed the Bellevue 
Project, Vocational Advisory Service, for which Dr. 
Vetter is psychiatric consultant. 
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adolescent boys 


ever, outpatient clinics undertaking the 
psychological treatment of seriously dis- 
turbed adolescents are still relatively rare. 
A unique clinic for this purpose was 
operated by the Vocational Advisory Serv- 
ice in New York City from 1947 to 1955. 
The Bellevue Project, as it was known, 
was initially a pilot project to test the pos- 
sibilities of counseling adolescent boys out- 
side an institution after their release from 
Bellevue Psychiatric Hospital. Its results 
and the interest evinced on the part of pro- 
fessional workers, the New York State Men- 
tal Health Commission, the board of the 
Vocational Advisory Service, foundations 
and various individuals have kept the clinic 
operating steadily for almost eight years. 
The impetus for the project came from 
Dr. Kurt Fantl, who in 1947 was the chief 
psychiatrist on the adolescent ward of Belle- 
vue Psychiatric Hospital. Having become 
aware of the need for after-release treat- 
ment for boys who had been returned home 
after their stay in the hospital, he assumed 
that in the case of adolescents, especially 
older adolescents, vocational guidance was 




















a particularly compelling need and might 
therefore serve as a fulcrum for treatment. 
A vocational approach aiso seemed to offer 
prospects of capturing the interest of the 
disillusioned and wary delinquent. With 
this in mind, the Vocational Advisory Serv- 
ice was approached and a pilot program 
set up. 

Funds were first obtained from the Social 
Service Auxiliary of Bellevue Hospital, 
various foundations and the Vocational Ad- 
visory Service itself. Later the project was 
aided by funds from the New York State 
Mental Health Commission and became a 
state-licensed psychiatric clinic. 

The achievements of the project at the 
end of a 2-year period have already been 
described by Fantl, Small and Robinson.! 
The present account is the result of data 
gathered at the end of the first five years of 
the project. So far as we can discover, this 
clinic has been unique in some aspects, and 
the results have been very encouraging. The 
present account is for the consideration of 
those who are engaged in similar work and 
those who anticipate beginning clinics for 
delinquent and disturbed adolescents. 


SELECTION OF CASES 


Selection of cases to fit what a clinic has to 
offer is, of course, crucial to the successful 
operation of the clinic. Clinics sometimes 
work with patients for whom they do not 
have adequate facilities and are apt to shy 
away from those whom, by tradition, they 
are afraid to handle. 

In the cases admitted to the Bellevue 
Project, the presenting problems ranged 
from “refusal to speak” to fire-setting and 





1 Kurt Fantl, Leonard Small and Richard Robinson, 
“Vocational Counseling in the Rehabilitation of 
Disturbed and Delinquent Boys,” Mental Hygiene, 
$3(1949), 615-28. 
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robbery on a grand scale. Final diagnoses 
ranged from “behavior problem” to para- 
noid schizophrenia. In other words, neither 
actual behavior (or presenting problem) 
nor final diagnosis was a factor in selection. 
Because of this we felt we learned much 
more than if we had followed the procedure 
of taking only those boys who were less 
seriously disturbed. As it turned out, some 
of our most successful cases were boys whose 
mental disturbance was severe. 

Assignment to the clinic was made by the 
chief psychiatrist of the ward at Bellevue. 
His selection was actually based on the pre- 
dicted strength of some factor in the situa- 
tion which would maintain the boy outside 
an institution. The strength was in some 
cases in the home environment. In other 
cases it was in the certainty of changing 
the boy’s milieu by getting work for him. 
In still other cases it was in the strength of 
the relationship formed between the boy 
and the project worker while the boy was 
in Bellevue. 

In a few instances we were assigned a boy 
with whom we had made no relationship 
but who had related strongly to some worker 
at Bellevue. It was assumed therefore that 
if he related to someone there he might also 
relate to us. 

In a few cases we were asked to make 
contact with boys being sent to a mental 
hospital or reformatory. We kept contact 
with them during the time they were insti- 
tutionalized and they usually came to see us 
upon their release. We corresponded with 
them with the cooperation of the hospital 
or reformatory authorities. This formed a 
basis for a counseling relationship when the 
boys were released. In these cases and in 
our contact with boys at Bellevue the rela- 
tionship formed a kind of bridge between 
hospital or reformatory and freedom or 
“the outside.” We learned from these cases 
that a service such as ours might be ex- 
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tended to boys not only in the city mental 
hospital where we had continuous contact, 
but in state mental hospitals and reforma- 
tories as well. 


DESCRIPTION OF THE BOYS 


During the 5-year period covered by this 
paper the Bellevue Project had an active 
case load of 173 boys. From the beginning, 
intake was limited to boys referred from the 
male adolescent ward of Bellevue Psychi- 
atric Hospital at the time of their leaving 
the hospital after observation and diagno- 
sis. ‘Treatment as such is not a primary 
function of Bellevue. Patients generally re- 
main in the hospital about 30 days and 
recommendations are then made for their 
further disposition. A number of alterna- 
tives are available. Bellevue can recom- 
mend that a boy be institutionalized, either 
in a reformatory or a mental hospital. A 
boy may also be sent to a boys’ home such 
as Children’s Village. In other cases, the 
patient is released to his parents and re- 
turns to the same environment from which 
he entered Bellevue. The largest propor- 
tion of our intake was from the last group. 

The presenting disturbances for which 
the boys to be described here were admitted 
to Bellevue were generally multiple and in 
well over half the cases involved law-break- 
ing delinquency. The single over-all state- 
ment that can be made of all the boys is that 
they suffered from severe personality dis- 
orders and that their behavior was sufh- 
ciently unacceptable to society to warrant 
their being sent to Bellevue. The behavior 
of many New York boys is seriously anti- 
social but they are not caught; others are 
caught but not sent to Bellevue. Similarly, 
many adolescents experience severe anxiety 
but do not reach a mental hospital. Thus 
the group we are describing consisted of 
male adolescents whose anxiety was enough 
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in evidence or whose behavior was anti- 
social enough for them to be sent to Belle- 
vue for observation. 

In the group being described, the present- 
ing problems for which they were admitted 
to Bellevue were as follows: 36 had origi- 
nally been admitted primarily for truancy, 
43 for behavior problems or psychotic be- 
havior, 39 for robbery, 12 for homosexu- 
ality, 7 for running away from home and 8 
for using drugs (heroin and marijuana). 
The presenting problems in the remainder 
of the 173 boys included one or two cases 
of each of the following: gang behavior, 
attempted suicide, depression, carrying 
dangerous weapons, dizzy spells, suspected 
epilepsy, transvestitism, fire-setting, alcohol- 
ism and refusal to speak. 

Because of the vocational guidance aspect 
of the project, boys under 14 years of age 
were not considered suitable candidates. 
The actual admitting age-distribution of 
the boys was as follows: 17% were 14, 52% 
were 15, and 31%, were 16 years of age. 
Since at the end of the 5-year period some 
of the boys had reached 21, the age range 
of the clinic case load was actually from 
14 to 21 years. 

Neither race nor religion was a matter of 
consideration for acceptance. Boys of the 
white race comprised 72% of the group, 
Negroes 28%. There were Catholics, 
Protestants and Jews. 

The 173 boys scored from below 65 to 
over 128 on the Wechsler-Bellevue Intelli- 
gence Scales, with only a few falling below 
borderline intelligence or rating in the very 
superior groups. Of the total group, 36% 
had I.Q.’s of 90 or below, 52% from 91 to 
110, and 11% of 111 or over. No record 
was obtained on 1% of the boys. In short, 
over half the boys were of average intelli- 
gence, about a third were of below-average 
intelligence, the rest above the average. 

We did not find the I.Q. to be any meas- 








ure of ease in working with a boy in a coun- 
seling relationship. We cannot even say that 
the brighter boys were more interesting. 
Brighter boys do, however, catch on to the 
idea of the counseling relationship quickly 
and will make more effort to please the 
counselor with psychological abstractions, 
which we found to be more of a detriment 
to counseling than their intelligence was a 
help. Of course, if insight therapy had 
been our primary tool, this statement would 
not hold. As we wish to point out, we 
were doing a combination of environmental, 
supportive, play and insight therapy. 
School was a major difficulty for a large 
proportion of the boys, and only 25% had 
adequate or good school records. Poor 
school records were reported for 68% of 
the boys. There was no record on 7% of 
the cases, these being the boys with whom 
we had very short contact. Although many 


had serious reading disabilities, we could 
provide only a few with remedial reading 
because of limitations in funds and physi- 


cal facilities. We strongly recommend, 
however, a remedial reading service for 
boys with these types of disorders. 


STRUCTURE OF THE CLINIC 


The Bellevue Project was organized on the 
general pattern of a child guidance clinic 
with a full-time psychological counselor and 
the part-time services of a psychiatrist, psy- 
chological examiner, social worker and sec- 
retary. During some periods an additional 
counselor was employed half-time. Dr. 
Helen Smith, director of the Vocational Ad- 
visory Service to 1955, advised, helped or- 
ganize and at one time directed the clinic. 
The clinic availed itself of the volunteer 
research services of Mrs. Emmons Bryant, 
a member of the board of directors of the 
Vocational Advisory Service. 

Case histories and the results of physical, 
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psychiatric and psychological examinations 
were available from Bellevue. Vocational 
aptitude testing was done at the Vocational 
Advisory Service. 


The Bellevue Project had six aspects not 
common to other psychiatric clinics for dis- 
turbed adolescents. A discussion of these 
aspects will show their importance to the 
effectiveness of the project. 


1. Bridging the gap between hospitalization 
and freedom 


Staff members of the project periodically 
spent full days on the ward in the company 
of the patients. The full-time counselor 
was on the ward at least one full day a week. 
When we knew a boy was to leave the hos- 
pital we made a definite appointment with 
him. To some degree each boy seemed to 
equate this appointment with getting out 
of the hospital, with freedom and with mak- 
ing plans for the future. In addition, the 
boy was not coming to see a stranger; he 
already knew us. The appointment was 
seldom broken. We must assume from the 
observable attitudes of the boys that the 
project staff member represented to them a 
figure to some degree unique in their hos- 
pital experience. The worker was in fact 
(a) someone from the outside who, being on 
the ward, understood and sympathized with 
the boy’s plight in the hospital, (b) an adult 
ally different from the hospital staff, and 
(c) someone who might help him after he 
left the hospital. 

To most of the boys on the ward, in- 
carceration in a city mental hospital was 
a very dramatic episode in their lives. They 
seemed later to be glad that we knew of that 
experience; it was somewhat as if we had 
been through a tragedy together and were 
closer because of it. 
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2. Knowledge of the boy through the rela- 
tion with the hospital 


The project staff had full access to records 
and attended Bellevue staff planning con- 
ferences. Because of excellent relations be- 
tween the project and Bellevue, communi- 
cation and aid were maximal between the 
project staff and Bellevue psychiatrists, psy- 
chologists, social workers, teachers, nurses, 
recreation workers and ward attendants. 
Our presence on the ward and our close 
relation to the Bellevue staff gave us an 
understanding of the boys that we could 
have gained in no other way. Even to ap- 
proximate the extensive understanding we 
gained would have required much more 
time than is allowed any group of workers 
on a normal clinic budget. Whereas out- 
side workers handling a case are sometimes 
asked to be present at disposition confer- 
ences, we had the great advantage of being 
present at all conferences and at most dis- 
cussions during the entire stay of the pa- 
tient at Bellevue. There was a reciprocal 
aspect to this arrangement too. Boys often 
discussed things with us and gave us in- 
formation that was helpful to the Bellevue 
staff in making dispositions. Only because 
of the unique relationship between the 
Bellevue Project and Bellevue could this 
kind of time and money-saving sharing of 
information be arranged. 


3. Introducing the clinic through Bellevue 


The help of the Bellevue staff in properly 
introducing the counseling which was to 
follow and “selling” the boys on attending 
the clinic was immeasurable. No amount 
of urging an inpatient to attend a clinic 
after release will do what can be done by 
having the clinic worker on the scene so 
that the patient can see, meet and get to 
know him. 
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4. Physical setting and atmosphere of the 
clinic 


The project maintains offices in the Voca- 
tional Advisory Service, which offers voca- 
tional counseling to “normal” men and 
women from 16 to 25 years old, veterans 
and disabled people. Here there is no onus 
of the mental hospital. There is no indi- 
cation anywhere that the room to which 
these boys go is a psychological clinic. The 
offices are located in a business district of 
New York City and appear physically much 
the same as a business office. By the time 
boys are released from Bellevue, most of 
them want “nothing to do with the bug- 
house or nut doctors.” Indication of the 
boys’ attitudes toward the project, its set- 
ting and its personnel came to us in their 
description of the counselors as “a guy that’s 
going to get me a job,” “a friend of mine” 
or “my counselor.” Only the rare sophisti- 
cate referred to us as “my psychologist.” 


5. Proximity to vocational information and 


help 


At the fingertips of the clinic staff were all 
the information, advice and contacts of 
an extremely well-established vocational 
agency. The Vocational Advisory Service 
had contacts and information which were 
invaluable to the clinic staff in helping the 
boys find jobs, schools, scholarships, medi- 
cal clinics and information of kinds too 
numerous to mention. A boy seldom had 
to be sent out of our offices to obtain in- 
formation. There was almost always some- 
one in the Vocational Advisory Service to 
give either the staff or the boy any informa- 
tion he needed. Because boys with disturb- 
ances as deep as theirs find it difficult to 
keep appointments, look for offices and find 
the people they are supposed to see, this 
kind of on-the-spot information is very im- 








portant. Furthermore, because of the ne- 
cessity for offering practical help to adoles- 
cents, proximity to a vocational agency is a 
factor to be considered in establishing any 
clinic for adolescents. 


6. Vocational approach 


Perhaps the most important single feature 
in the effectiveness of the clinic is its voca- 
tional approach. From our first meeting 
with a boy our emphasis was on jobs or 
educational and vocational planning. We 
found that the concreteness and practical- 
ity of a job and making money (and the 
accompanying feeling of being grown-up 
and responsible) were features which inter- 
ested boys immediately and kept them com- 
ing to the clinic. 

These six aspects of the Bellevue Project 
added up to giving the boys an over-all atti- 
tude toward the project: It was doing some- 
thing for them; it wasn’t all talk, regardless 
of how much talk (in the form of insight 
therapy) there was. 


CLINIC STAFF 


One aspect of the Bellevue Project we con- 
sidered most important is seldom mentioned 
in discussions of psychiatric clinics. This 
involves the personality characteristics and 
training of the staff. Four factors are con- 
sidered worth mentioning: 


(a) In addition to their regular professional 
training, almost all staff members had pro- 
fessional experience in a mental hospital 
and because of this were accustomed to 
unusual and anti-social behavior. The few 
who had not had this experience went 
through a long and somewhat seriously dis- 
turbing period of adjustment to working 
in the clinic and being on the ward at 
Bellevue. 
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(b) The staff was made up of highly moti- 
vated and enthusiastic professional people 
who were seldom discouraged by seeming 
and temporary failures, who did not give 
up on “hopeless cases” and who did not 
mind spending energy and extra time 
“above and beyond the call of duty.” 


(c) Staff members knew or had at their dis- 
posal information about the educational 
and vocational resources available in New 
York City and used them. 


(d) None of the staff was devoted to any 
one theoretical or technical approach to the 
problems presented. Most essential in this 
regard is the fact that though the workers 
had been trained in one or more of the 
current schools of psychological therapy, 
each was cognizant of the necessity to vary 
his approach when necessary. There is an 
immediacy about problems arising in the 
lives of seriously disturbed adolescents that 
requires action and concrete help in addi- 
tion to insight therapy. The kind of 
flexibility needed in working with these 
adolescents often demands a difficult shift in 
the basic attitudes of a psychotherapist 
trained only in insight therapy. 


TWO FACTORS IN COUNSELING 
DISTURBED ADOLESCENTS 


In our experience successful counseling of 
seriously disturbed and delinquent adoles- 
cents depends primarily on two factors: ag- 
gressiveness and flexibility. By aggressive- 
ness in this context we mean the all-out 
attempt to preserve contact by every means 
available. In the Bellevue Project no case 
was ever closed. Many were revived by a 
boy’s coming in off the streets or responding 
to a letter after losing touch for a year or 
more. At the end of an interview, we set a 
date for the next; if it was not kept we made 


71 





another by letter. We reminded the boys 
of our continued interest in every way we 
deemed effective. We sent Christmas cards, 
birthday greetings and letters stating our 
availability (approximately 1,250 letters 
during the 5-year period.) We cannot say 
all these efforts paid off, but our opinion 
is that seriously disturbed adolescents find 
it difficult to believe anyone can show con- 
sistent and prolonged interest in them. We 
made aggressive attempts to convince them 
that such interest is possible. 

So far as flexibility is concerned we feel 
that seriously disturbed boys cannot be 
handled with ordinary clinical methods. 
They require unusual effort, time and guid- 
ance of every kind. As we have shown, 
these boys ranged diagnostically from “be- 
havior disorder” to schizophrenia and their 
home environments ranged from extremely 
disturbed and detrimental to no home en- 
vironment at all. We found a direct cor- 
relation between the degree of instability, 
both internal and environmental, and the 
amount of effort and flexibility required 
on the part of the therapist. Fifty-minute 
sessions of insight therapy were soon 
dropped as standard pro-edure for the 
clinic. Our interviews lasted, insofar as it 
was possible, as long as they seemed profit- 
able. They ranged from 10 minutes to 
four hours. We used every technique known 
to us. We also made home visits, offered 
psychotherapy to parents (they seldom ac- 
cepted), attended movies and _ sporting 
events with individual boys. If a boy had 
to appear in court, his counselor was there 
even though his parents often failed to ap- 
pear. In some cases we gave the coun- 
selor’s home telephone number to a boy and 
urged him to call whenever he needed to 
talk. We consider that one of our most 
successful counseling cases was handled 
largely by long telephone talks that some- 
times took place in the middle of the night, 
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whenever this boy felt particularly anxious 
and wanted to talk about a scrape he was in 
or an anti-social act he wanted to be talked 
out of. 

We did vocational guidance, play therapy 
and psychodrama, and sometimes adhered 
to a strict 50 minutes of insight ther- 
apy. We sometimes gave money for car- 
fare, clothes and other personal or recrea- 
tional needs. Scholarships to special schools 
were given to 31 boys. Physical examina- 
tions and medical or dental care were ar- 
ranged for or paid for by the clinic. 

One of our basic assumptions was that 
our responsibility was to try to make up for 
the lack of support in the environment by 
providing material aid, counseling, guid- 
ance and “emotional support.” This task 
of providing support required the coun- 
selor to be flexible in his willingness to act 
in any way judged necessary and appro- 
priate to meet the needs of the individual 
boy and aggressive in his attempts to pre- 
serve contact. 


RESULTS 


The following table shows briefly the results 
of the project at the end of five years: 


Boys referred to other agencies; 
Bellevue Project acted as interim 
agency 20.8% 
Boys broke contact; no evidence 
of recidivism 36.4% 
Boys doing well; require no fur- 


ther counseling 23.1% 


80.3% 


Total satisfactory cases 


Total unsatisfactory cases: boys 
entered institutions after contact 
with Bellevue 19.7% 
In this table the first group represents those 
boys who, we discovered after counseling 





them for various periods, had environmen- 
tal needs that could not be met by our 
agency. Some were homeless because of 
changes in the family. We aided them in 
being transferred to some kind of boys’ 
home handled by some other agency. The 
agencies to which these boys were referred 
wished the counseling to be totally in their 
hands. 

The second group broke contact during 
our counseling with them. Since we have 
had no requests for information on them 
from the Social Service Exchange where our 
cases are registered, we have reason to be- 
lieve they have not subsequently been ad- 
mitted to a mental hospital or reformatory. 
Follow-up was attempted with each of these 
cases, but no information was available. 
The third and fourth groups are self-ex- 
planatory. 

In summary, the clinic may be said to 


have performed a constructive service to 
80% of the intake. With 20% of the boys 
we failed. Officials of the New York State 
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Mental Health Commission have pointed 
out that these percentages correspond 
closely with the results reported by other 
clinics treating similar age groups. Con- 
sidering the severity of disturbance of our 
group, however, the results of the Bellevue 
Project are most encouraging. These re- 
sults indicate the economy, both human 
and financial, of continuing and extending 
this type of service. 

Thus our five years of experience in deal- 
ing with disturbed and delinquent adoles- 
cent boys leads us to conclude that the 
originator of the idea for the project was 
right in his assumption that vocational 
guidance is a particularly compelling need 
of disturbed adolescents, that it may serve 
as a fulcrum for treatment, and that it 
captures the interest of the disillusioned 
and wary delinquent. The Bellevue Proj- 
ect has demonstrated that clinics with this 
or a similar structure are one answer to the 
problem of treating disturbed and delin- 
quent adolescents outside an institution. 








LOUIS E. REIK, M.D. 


Short-term hospital treatment 


of mental illness: 


a historical perspective 


It is not until we look back over the history 
of mental hospitals in this country and com- 
pare the present attitude towards the hos- 
pitalization of the mentally ill with that of 
those magnificent 19th-century pioneers 
Samuel Woodward, Luther V. Bell, Thomas 
Kirkbride, Isaac Ray and others that we 
become aware of the growing trend toward 
short-term physical treatment in our own 
time as against the more psychologically 
oriented approach of their day. The ques- 
tion arises whether in the quest for short- 
term methods we are sacrificing some of the 
valuable contributions they made to the 
treatment of mental disease. We cannot 
read Albert Deutsch’s The Mentally Ill in 
America‘ or the American Psychiatric As- 
sociation’s splendid centennial volume One 
Hundred Years of American Psychiatry 2 





Dr. Reik is in the department of health of Princeton 
University. 

1 Albert Deutsch, The Mentally Ill in America, New 
York, Columbia University Press, 1949. 

2 American Psychiatric Association, One Hundred 
Years of American Psychiatry, New York, Columbia 
University Press, 1944. 
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without gaining new respect and admira- 
tion for those who over a century ago clearly 
perceived some of the fundamental psycho- 
logical problems that still face us today in 
in the field of mental health as well as in 
the hospital treatment of mental illness. 
They devoted themselves to prolonged and 
earnest study of various matters having to 
do with the general psychological manage- 
ment of patients—recreational and occupa- 
tional facilities, architectural arrangements, 
the training of attendants to adhere to a 
just and kindly attitude—in short, every- 
thing that could conceivably promote the 
psychological as well as physical welfare of 
patients. At the heart of their thought 
there appears to have been an enlightened 
and humane attitude towards mental dis- 
order that was sharply in contrast with the 
superstitions and intolerance that existed 
until the time of Pinel. 

In our earlier history the mentally ill, as 
part of our legacy from Europe, had been 
treated as outcasts and criminals if not as 
witches. At the time of Dorothea Dix’s in- 
spired crusade for the building of mental 
hospitals in the 1840’s and 1850's prisons, 





_ poorhouses, barns and a sad miscellany of 
shameful habitations yielded up many hun- 
dreds of patients. For the first time these 
sick people were treated in a spirit of kind- 
ness and scientific inquiry. This humane 
attitude has pervaded the minds of leading 
American psychiatrists down to the present 
day. We have a vivid early description of 
the accomplishments of one of them, 
Charles H. Stedman, in Dickens’ observa- 
tions on a visit to the Boston Lunatic Hos- 
pital in 1842.3 The hospital was, Dickens 
noted, “admirably conducted on those en- 
lightened principles of conciliation and 
kindness which twenty years ago would 
have been worse than heretical.” 

One of Dr. Stedman’s contemporaries, 
Isaac Ray (1807-1881), was one of the most 
gifted and articulate of these early psychi- 
atric pioneers. It is instructive to compare 
in some detail his ideas with ours today 


concerning the hospitalization of psychi- 


atric patients. He is selected not only for 
his outstanding position in American psy- 
chiatry a hundred years ago but also because 
the treatment he advocated, along with his 
great European predecessors Pinel, Esquirol 
and others, is being seriously challenged by 
the present emphasis on the physical ther- 
apies.* It is probably tangible evidence of 
this challenge that the splendid private 
mental hospital of which he became in 1845 
the first superintendent closed its doors in 
September of 1955 as the result of financial 
deficits. In February of 1956 its trustees 
proposed that after the sale of its beautiful 
grounds and buildings its remaining assets 





8 Charles Dickens, American Notes and Pictures 
from Italy, New York, E. P. Dutton and Company, 
1926, 44-47. 

4 Winfred Overholser, “Isaac Ray,” Journal of Crim- 
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249-63. 


Short-term Hospital Treatment 


REIK 


be used to construct a short-term psychiatric 
unit attached to a general hospital. Their 
proposal and the present growing advocacy 
of short-term psychiatric treatment units 
in general hospitals must receive careful at- 
tention because the public and an increas- 
ing number of psychiatrists have become 
preoccupied with various physical therapies, 
still insufficiently established, ranging from 
shock treatment and lobotomy to the latest 
tranquilizing drugs. 


THREE POINTS OF VIEW 


In the psychiatric profession itself this 
question of the adequacy of somatic ther- 
apies alone remains to be clarified. An in- 
creasingly large group now emphasizes the 
short-term physical approach to the virtual 
exclusion of the psychological considera- 
tions that received so much attention in the 
past. A small minority of psychiatrists pre- 
fers the psychological approach alone. And 
a third group, representing a middle point 
of view, continues to stress the psychologi- 
cal aspects of mental disease while regarding 
the physical therapies as adjuncts for the 
temporary control of troublesome symp- 
toms. Those who advocate short-term treat- 
ment in general hospital psychiatric units 
advance the following arguments: (1) the 
persisting prejudice against mental hospi- 
tals of patients and their families; (2) the 
efficacy of current short-term physical ther- 
apies in curing mental illness; (3) the exces- 
sive expense and time involved in mental 
hospital treatment; (4) the general hospital 
environment is more favorable for psychi- 
atric treatment than the mental hospital. 
When we thoughtfully consider what Isaac 
Ray had to say about these arguments we 
are struck not only by his keen penetration 
and the depth of his understanding, but 
also by the realization that in spite of tech- 
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nical progress human problems remain to- 
day much as they were a century ago. 


POPULAR PREJUDICE 
AGAINST MENTAL HOSPITALS 


In 1852, when Dorothea Dix was in the 
midst of her campaigning to rescue the men- 
tally ill from the neglect to which they had 
been consigned by an unenlightened pub- 
lic, Ray had this to say concerning popular 
prejudice against mental hospitals: “None 
but those who have our opportunity of 
knowing can have any adequate idea of the 
amount of bad feeling, gross misconception, 
scandalous gossip and even fierce hostility 
that quietly pervades the community, with 
the effect of circumscribing their sphere of 
usefulness.” 5 

That “fierce hostility” towards mental 
hospitals existed in 1852 can surprise only 
the naive. We gain new respect for the 
strength of primitive, irrational forces in 
man when we recall that at the time Ray 
wrote these words mental hospitals were 
comparatively new in this country and rep- 
resented a distinct improvement over what 
was previously available for the mentally 
ill at the beginning of the nineteenth cen- 
tury. Moreover Ray shared the fresh en- 
thusiasm of the psychiatric pioneers of his 
time for providing the mentally ill with 
the humane treatment introduced by Pinel 
only about two generations earlier. For 
example, in 1858 Ray wrote: “It has now 
become recognized as a fixed fact that every- 
thing calculated to leave an agreeable im- 
pression is a proper and to some extent an 
indispensable requisite. No considerations 
of economy should be allowed to interfere 





SIsaac Ray, “The Popular Feeling towards Hos- 
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with this class of improvements because 
they are important instrumentalities for 
ministering to the mind diseased and ought 
to hold a higher place in our regard than 
those which concern the custody or well- 
being of the body merely.” ® 

Some twenty years later the critics of men- 
tal hospitals shifted their attack. They no 
longer accused the hospitals of subjecting 
patients to scoldings, whippings and other 
practices that, as Ray observed in 1854, 
“now seem scarcely credible,” but rather 
referred to some of them as “paupers’ pal- 
aces.” ‘Today mental hospitals continue to 
be attacked with “fierce hostility,” though 
for other reasons. 

The twentieth century, however, has for- 
tunately brought new knowledge. Freud 
has shown the necessity of looking below 
surface complaints, with all their incon- 
sistencies, if we want to discover the true 
meaning of emotional processes and gain 
some reliable guide to rational action. In 
the case of mental hospitals popular preju- 
dice, past and present, stems more from 
emotional causes than from logical reasons. 
In short, we are forced to assume that hos- 
tility to mental hospitals, private as well as 
state, originates from the fear we all have 
of mental illness itself. The mentally ill, 
as rebels against the conventions, pro- 
foundly disturb us, accustomed as we are to 
expect orderly and predictable behavior. 
Moreover the mentally ill confront us with 
tangible evidence of the dark power of 
those irrational emotional forces, neither 
very well understood nor always easily con- 
trolled, that are present in every human 
being. We become afraid and hostile when 
there is any reminder that under sufficient 
strain a man can succumb to psychosis. In 





6 Butler Hospital Annual Report, Providence, 1858, 
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brief, the “fierce hostility” is really directed 
against all those forces within and without 
that threaten our sanity. Dislike for men- 
tal hospitals is only a misplaced manifesta- 
tion of our repugnance for the whole idea 
that mental illness can ever be severe 
enough to make them necessary. Conse- 
quently when physicians raise the question 
of psychosis and commitment of patients 
they are often faced with deep-seated antag- 
onisms. They are under considerable pres- 
sure to resort to expedients that often prove 
ineffectual if not actually harmful. But 
for the physician to avoid the unpleasant 
implications of mental illness because pop- 
ular prejudice prefers to ignore them is to 
forfeit professional integrity and respect as 
well as to overlook opportunities for public 
education and enlightenment, without 
which there can be no constructive coopera- 


tion. Duty and reason demand that the 


physician, instead of allowing himself to be 
a passive follower in the wake of public 
sentiment, meet his obligations of leader- 
ship and right thinking. Otherwise, he in- 
vites discredit to himself and his profession. 


EFFICACY OF SHORT-TERM 
TREATMENT 


Just as popular misconceptions about men- 
tal hospitals have long existed so there have 
also been, throughout man’s history, all 
manner of peculiar theories about the treat- 
ment of mental disease. One that persists 
today is that psychoses can be cured com- 
paratively quickly and easily, in spite of 
our knowledge that the contrary is usually 
true even of the neuroses. It is probably 
safe to say that the more serious and un- 
pleasant the disease the more we are in- 
clined to insist on quick cure, failing which 
we are willing, with little or no rational 
basis, to resort to radical remedies. 
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The history of psychiatric treatment bears 
eloquent witness to how the ardent quest 
for quick cures has led to measures as irra- 
tional and dramatic as the disease they were 
supposed to eliminate. Treatment has 
ranged from simple exorcism of devils to 
the burning of witches, from purging and 
blood-letting to enforced submersion in 
water, from Benjamin Rush’s “tranquilizer” 
and “gyrator” to solitary confinement, from 
the camphor-induced convulsions of 17857 
that suggest the metrazol and electroshock 
convulsive therapies of our own time to 
long years of restraint in chains and other 
more ingenious devices. For centuries only 
two possibilities were overlooked: (1) that 
mental disorder might be a natural disease 
with a psychological history of its own; (2) 
that it might be reasonable to employ psy- 
chological influences in the treatment of 
psychological disorders. It is to the ever- 
lasting credit of France’s Pinel that he could 
not only discover and seriously study these 
two possibilities but that he could also so 
fearlessly and dramatically apply them.® It 
is likewise a great credit to our own Ameri- 
can psychiatric pioneers that they quickly 
recognized the value of Pinel’s “moral” or 
psychological treatment of the mentally ill. 
At the same time they were wise enough to 
see that treatment of this kind was neither 
cheap nor rapid. Isaac Ray in 1854, the 
same year he reported the tranquilizing ef- 
fect of ether inhalations on disturbed pa- 
tients, commented on the popular miscon- 
ception that mental illness can be quickly 
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cured: “Many believe that insanity runs its 
course as rapidly as a fever and are disap- 
pointed if it shows no sign of convalescence 
within three or four weeks. Few of our 
patients who fail to recover within five or 
six months are allowed to stay any longer. 
It is concluded that everything has been 
done that we can do and that the time has 
come for another experiment.” ® 

Today, encouraged mainly by apparent 
success with electroshock treatment of de- 
pressions in middle life and with the “‘tran- 
quilizing” drugs, we want to return to the 
optimistic outlook that Ray rejected. We 
want to regard a psychosis as a brief episode, 
particularly if it is treated promptly by 
current physical methods. But the danger 
exists that these current methods will be 
used as routinely and indiscriminately as 
purges and blood-letting were used before 
the days of Pinel. Are we justified in con- 
tenting ourselves with superficial or tran- 
sient cures when faced with relapse rates as 
high as 70% for schizophrenic psychoses 
and 40% for involutional psychosis within 
five years after electroshock treatment? 1° 
Enthusiasm for modern miracle methods 
must surely be tempered by what we have 
learned from Sigmund Freud and Adolf 
Meyer about the value of scrupulous study 
of the psychology of mental disease. With- 
out such study, dependent as it is on detailed 
clinical investigation and observation, our 
duty to the mentally ill and their families 
has been only partially fulfilled. How can 
we prevent tragedies like the recent one in 
which even the physician apparently had no 
inkling that his 48-year-old, respected pa- 





9 Butler Hospital Annual Report, Providence, 1854, 
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tient was shortly to murder his family of 
six and then kill himself? How can there 
be any thorough psychological study of the 
patient if psychiatry is geared to immediate 
treatment before the physician has had ade- 
quate opportunity to discover the salient 
features of his patient’s psychopathology? 
The justification for mental hospitals is 
basic and fundamental: They have been 
specially designed and equipped for the 
study and care of the mentally ill, the ma- 
jority of whom deserve some opportunity 
of achieving spontaneous remission prior 
to the physical therapies. Unpleasant as a 
psychosis is, we cannot afford to treat it 
hastily or carelessly nor to assume that it is 
an acute short-lived disease that neverthe- 
less always warrants physical therapy on 
either a routine or an emergency basis. It 
is a condition that by common consent is 
regarded as man’s worst and subtlest enemy, 
one about which we still have much to 
learn. Short-term therapy amidst the busy 
confusion of city hospitals or adjacent to 
general hospital wards is occasionally justi- 
fied, but this use easily turns into abuse if 
people are encouraged to regard such treat- 
ment as an adequate substitute for the more 
thorough study and treatment that the good 
mental hospital can offer. It is as false to 
regard drug and shock therapies as defini- 
tive for mental disease as it would be to 
regard the anesthetic instead of the opera- 
tion as the curative agent for appendicitis. 


THE EXPENSE OF 
MENTAL HOSPITAL TREATMENT 


Additional strong impetus for short-term 
treatment derives from the argument that 
mental hospitals involve high expenditures 
of time and money. The same complaint 
was noted in 1854 by Ray, who went on 
to comment: “Few things are more calcu- 





lated to lower our estimate of human na- 
ture than this balancing of reason, God's 
greatest gift to man, with a paltry sum of 
money.” 14 

Along with his colleagues at other hospi- 
tals, Ray considered that agreeable sur- 
roundings—pleasant grounds, ample ac- 
commodations, homelike furnishings that 
included books and pictures—exerted an 
important psychological healing influence: 
“In our arrangements for the cure or custody 
of the insane the economical consideration 
has been so prominent that it has become a 
common idea that hospitals for the insane 
require but little, if any, greater expendi- 
ture than a boarding-house of the humblest 
pretentions. . . . Let there be economy in 
the proper place, but if it be allowed to 
frustrate or to impair the ends we are seek- 
ing to accomplish then it is not economy 
but a wretched contrivance for satisfying 
the claims of benevolence with expedients 
and makeshifts.” !* 

If as psychiatry today assumes psychosis 
is a flight from reality, certainly to treat 
the condition for reasons of economy in a 
bleak utilitarian hospital environment does 
not offer maximum encouragement to re- 
turn to reality again. Nor is it economical 
to advocate prematurely a trial of short- 
term, treatment for many psychotics only 
to find that physical therapy turns out to be 
unsuccessful and that mental hospital treat- 
ment is required after all. Time and money 
are indeed important practical considera- 
tions, but the nature of mental illness re- 
quires subordinating them, as Ray and sub- 
sequent leaders have believed, to the needs 
of the patient. 





11 Butler Hospital Annual Report, Providence, 1854, 
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GENERAL HOSPITAL ENVIRONMENT 
VS. MENTAL HOSPITAL 


Since the days of Pinel the psychological in- 
fluence of environment in its human as well 
as physical aspects has been assumed to be 
of paramount importance in the treatment 
of the mentally ill. No one thoroughly ex- 
perienced in the hospital treatment of men- 
tal patients doubts the assumption. Since 
Pinel’s time psychiatric leaders have per- 
sistently stressed the need of the mentally 
ill for a more tolerant and understanding 
attitude on the part of those in charge of 
them than is customary with patients of 
sound mind. It is a natural human failing 
to react adversely to those who are behaving 
unreasonably. We strongly prefer to as- 
sume that behavior of this kind is deliber- 
ately provocative in a personal sense rather 
than the product of illness. The idea of 
mental illness challenges one of man’s most 
precious and cherished illusions: that he 
can invariably be master of his own mind. 

Those who work in mental hospitals must 
therefore be capable, by temperament as 
well as by training, of facing the ugly fact 
of mental illness, demanding as it does an 
attitude that differs from what suffices in 
everyday life. In general hospitals, as else- 
where, there are many—even among medi- 
cal personnel, including physicians and 
nurses, as well as administrators and attend- 
ants—who have neither the aptitude nor 
the inclination for adopting such an atti- 
tude. Yet the best mental hospitals in this 
country have for over a hundred years 
recognized and endeavored to apply this 
special attitude in the treatment of mental 
illness. Without it their value as specialized 
hospitals would suffer. They would revert 
to the extreme degree of coercion that ex- 
isted before the time of Pinel, with the dif- 
ference that the mentally ill—instead of 
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being controlled by beatings, solitary con- 
finement and chains—would be captive to 
the more refined mechanical and chemical 
restraints of the twentieth century. Psy- 
chological research and treatment would 
again be neglected and in eclipse, and aux- 
iliary physical methods would be mistaken 
for specific remedies. 


LIMITATIONS 


If these basic considerations have validity 
then they imply that short-term treatment 
in general hospital psychiatric units—as 
opposed to treatment in a good mental hos- 
pital—has serious limitations. Unless there 
have been special and adequate provisions 
for psychiatric patients treatment in general 
hospitals must of necessity rely on methods 
that promptly bring and constantiy keep 
the patient under more or less complete con- 


trol. The proximity of non-psychiatric pa- 
tients makes it necessary to restrain noise 
and commotion to a maximum degree. The 
dislike for the psychiatric patient who cre- 
ates disturbance exposes him to retaliation 
from those in general hospitals who, al- 
though neither sufficiently sympathetic nor 


experienced with mental illness, must 
nevertheless assist in his care. In general 
hospitals there are also apt to be limitations 
of space and architectural arrangements so 
that accommodations for ambulatory psy- 
chiatric patients are little more ample than 
those for bedfast patients in the other 
branches of medicine. For all these rea- 
sons physicians and others in general hos- 
pitals are obliged to attach paramount 
importance to the strict control of the psy- 
chiatric patient rather than to understand 
him or to help him control himself. Conse- 
quently psychological management and in- 
dividual treatment must be sacrificed to the 
good of the majority. On this point Ray 
wrote in 1863: ‘True science, true skill con- 
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sists in meeting the exigencies of each par- 
ticular case, and though these must some- 
times be subordinate to the general good 
this necessity must be regarded as a defect 
rather than a merit.” 18 

Since the time of Pinel treatment in the 
well-ordered. mental hospital has been based 
on the solid foundation of kindness and 
the attempt to arrive at mutual understand- 
ing. Absolute control over the patient, 
whether by mechanical restraint or by 
drugs, has been considered unnecessarily 
restrictive and of secondary importance in 
our leading mental hospitals. In 1854 Ray 
summarized in the following passage the 
operation and aims of good psychological 
management: “This management works so 
easily and substitutes so quietly its own ar- 
rangements for the suggestions of disease 
that the uninitiated observer finds it diffi- 
cult to appreciate its real value. . . . He can 
scarcely be made to believe that what he 
witnesses is chiefly the result of that special 
management peculiar to a modern hospital 
for the insane—of architectural arrange- 
ments which restrain without annoyance; 
of systematic regularity in the daily routine 
of life; of gentle manners; judicious firm- 
ness; vigilant, enlightened and conscientious 
supervision. Now these qualities are not a 
matter of accident nor are they the growth 
of aday. They are the elaborated result of 
a profound study of the mental constitution 
both in health and disease; of extensive in- 
quiry into the various arts concerned in the 
erection and practical working of a con- 
siderable establishment; and of an organ- 
ization of the service best calculated to ef- 
fect its destined object.” 14 





13 Butler Hospital Annual Report, Providence, 1863, 
21. 
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CONCLUDING COMMENT 


Obviously in the busy ever-changing wards 
of general hospitals it is no easy task to 
measure up, even in limited degree, to the 
‘high standards for the treatment of the 
mentally ill that have been handed down 
from the past. The increasing reliance to- 
day on a more impersonal technological ap- 
proach to the treatment of mental illness 
invites the practice of psychiatry without 
psychology or psychological regimen. But 
it is an injustice to the patient if his psy- 
chological needs are not adequately under- 
stood nor taken into account. Psychiatry 
has not yet reached the level where we can 
dispense with painstaking inquiry into the 
origins and development of emotional dis- 
order or where we can discount the value 
of thorough and direct clinical observation. 
Nor can we dispense with what we have 
learned about the humane and intelligent 
treatment of the mentally ill in the more 
than one hundred years of mental hospital 
history in this country. It is incumbent on 
the psychiatrist more than on other physi- 
cians to avoid the role of the all-powerful 
witch-doctor, who offers miraculous cures 
and is assumed to know more than he can 
establish with any scientific validity. Pa- 
tients and their families want, of course, to 
maintain this illusion for, as Maxwell Jones 
pointed out, “the patient understandably 
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enough wants to feel that the doctor knows 
what he is doing.” '® But in the specialty 
of psychiatry the chief objection to such an 
illusion is that it erects a formidable barrier 
against free communication and under- 
standing between doctor and patient. Un- 
der these circumstances diagnosis and treat- 
ment become superficial; long-term results 
are ignored; and at last it becomes obvious 
to everyone that the practical usefulness of 
modern psychiatry has been over-estimated. 
It would be more worthwhile to adhere to a 
more modest philosophy like that of Isaac 
Ray. In 1858, concerning the mental hospi- 
tal of which he was the head, he wrote: “An 
institution like this, devoted to the service 
of humanity, seeks rather to avoid observa- 
tion, by quietly and unobtrusively pursuing 
its course, than to excite curiosity by re- 
markable incidents or brilliant results. Nor 
can the kind or the amount of good which it 
accomplishes be very adequately described 
by words. The dimensions of sorrow and 
suffering scarcely admit of measurement, 
and as little can we calculate all the conse- 
quences of their relief.” 1° 





15 Maxwell Jones, “The Concept of a Therapeutic 
Community,” American Journal of Psychiatry, 112 
(1956), 647. 
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Parent education groups 
in a child guidance clinic 


It has been pointed out time and again that 
progress in all fields of human endeavor 
does not depend so much on the over-re- 
finement of existing procedures and imple- 
ments as on the development of new tech- 
niques and tools. The best arrow does not 
fly so far as a bullet nor the swiftest con- 
ventional plane so fast as a jet. 

This observation pertains also to the field 
of guidance and psychotherapy. Clinics all 
over the nation are flooded with an ever- 
mounting stream of applications. To meet 
the vast demand for sérvice, clinics have 
increased either the staff or the case load, 
but have done relatively little to introduce 
new tools of treatment or new methods of 
attack. Only a few clinics have introduced, 
as an integral feature of service, group 
methods such as group play therapy and 
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activity group therapy for children or group 
counseling and group psychotherapy for 
adults. 

Clinicians who are successful in individ- 
ual therapy seem reluctant to venture into 
group treatment. Perhaps it is a reflec- 
tion of the general climate of our society, 
which does not encourage departure from 
the familiar, or perhaps there is a deep fear 
of giving up the security of solutions that 
have worked well in the past for procedures 
that are threatening in their newness. 
Whatever the reasons, if our science and 
service are to advance we must not allow 
accepted solutions of the past to hinder 
the search for more realistic solutions for 
the future. 

The aim of this article is to describe the 
efforts of one clinic to face new demands 
with new methods. 

Three years ago there were about 200 
names on the waiting list of our clinic. 
Parents who called for service were told, in 
a very sympathetic voice, that we under- 
stood they had a problem but the best we 
could do for them was to put their names 
on the waiting list. When one mother was 





told that her enuretic son could not be 
seen for at least a year, she retorted, “By 
next year I hope my son will have stopped 
wetting without your help.” We shared the 
mother’s hope and assured her that the 
frustration was mutual. 

Indeed it was discouraging for the staff 
to feel that all that could be done in re- 
sponse to urgent needs was to register them. 
It became obvious that if the clinic was to 
avoid the feeling of impotence it had to 
devise some kind of approach that would 
enable parents to be seen in treatment the 
year they called for treatment. The idea 


was then born that something other than 
individual appointments could be offered 
to the waiting and eager public, on the as- 
sumption that any treatment conducted by 
qualified personnel is better than no treat- 
ment. 

After much fumbling and many mistakes 


we have evolved two new devices—group 
screening and the parent education group 
—and introduced them as integral parts of 
the clinic’s manifold service. Group screen- 
ing was reported in a previous article.? 
This paper will describe the aims, scope 
and limits of the parent education group 
and the basic elements that differentiate it 
from group therapy and group counseling. 

It is almost superfluous to state that the 
parent education group differs from group 
psychotherapy. Group therapy is aimed at 
bringing permanent changes in the intra- 
psychic balance of nosologically selected 
patients grouped for the therapeutic effect 
they have on each other. To paraphrase 
Slavson: Group therapy through transfer- 
ence, catharsis, insight, reality testing and 
sublimation brings about a new balance in 
the psyche of the patients, with an en- 
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hanced ego, modified super-ego, redistrib- 
uted libido and corrected self-image. 

The parent education group’s more mod- 
est goal is to improve the everyday func- 
tioning of parents in relation to their 
children by helping them to a better under- 
standing of the dynamics of parent-child 
relations and of the basic facts of child 
growth and needs. This aim is achieved by 
sensitizing parents to the needs of children, 
increasing their awareness of the role of 
feelings in human life, and promoting un- 
derstanding of the latent meanings of chil- 
dren’s activities, play and verbal expres- 
sions. 


FOCUS AND METHOD 


The parent education group differs from 
group counseling both in focus and method. 
In the parent education group there is a 
definite problem-centered plan of discus- 
sion that is focused entirely on child-parent 
relations. In group counseling there is no 
planned discussion and the subject matter 
is concerned with the daily adjustment 
problems of the adult client. 

The immediate aim of the parent educa- 
tion group in a clinic setting is to render 
service to parents without serious person- 
ality disturbance, instead of—or in prepara- 
tion for—more intensive treatment. We 
refer to the parent education group those 
mothers who basically like their children 
but have difficulty in getting along with 
them because of ignorance, faulty expecta- 
tions or confused cultural and _ social 
standards. 

The parent education group comprises 
20 to 25 mothers who meet weekly for 90- 
minute sessions over a period of 10 weeks. 
It is desirable to have separate groups for 
mothers of pre-school children, school chil- 
dren and adolescents. Homogeneous age 
groups bring out common problems. This 
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increases the intra-group identification, aug- 
ments catharsis and facilitates empathetic 
communication. 

At the first meeting the mothers are asked 
to state their complaints about their chil- 
dren as fully as they can. One by one they 
relate their problems. Their stories are 
usually tinged either with self-blame or 
projection of fault on the school, the neigh- 
borhood or the hereditary background of 
the husband. It is surprising that even at 
the first session the mothers talk quite freely. 
Their identification with each other is al- 


most immediate. When one mother talks 


the others nod their heads sympathetically 
as if to say, “We know what you are talking 
about.” A frequent remark is, “That's ex- 
actly the situation in my home. For a min- 
ute I thought you were talking about my 
child.” It is apparent that they feel greatly 
supported by the tales of woe of the others. 


As one mother puts it, “Being in the same 
boat is half a consolation.” 

When all have had an opportunity to 
relate their complaints, they are asked to 
mention all the methods and “tricks” they 
employ to insure discipline in their chil- 
dren. They are also asked to formulate a 
reason why their persistent disciplinary 
measures have failed. 

The parents list the whole array of stand- 
ard measures used either with or against 
children in our society to insure discipline 
and obedience. The list includes spanking, 
deprivation, bribery, scolding, threatening, 
withholding of allowances and withdrawal 
of love with scores of variations and embel- 
lishments, some original and some ancient. 

The reasons they give for the failure of 
these disciplinary methods are numerous 
and contradictory. They attribute it to 
their being either too strict or too lenient 
with the children, to “babying” them too 
much or too little, or to the presence or 
absence of playmates in the neighborhood, 
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etc. When they hear the same reasons 
given by other mothers, however, they be- 
come aware of the spuriousness of their 
explanations. The one who thinks she was 
too lenient with her child hears about the 
problem of the mother who was a strict 
disciplinarian. The one who claims she 
has not used but “should have used” cor- 
poral punishment learns of the problems of 
the parent who spanked the child too much. 
The one who is afraid she reared her child 
in “too great freedom” hears the complaints 
about the over-protected and over-super- 
vised child. And the one who blames all 
disciplinary problems on the crowded con- 
ditions of the city hears of the hardships 
of the rural and suburban mothers. 

When the contradictory reasons are 
brought out, anxiety mounts in the group. 
Mothers turn with pointed and often hos- 
tile questions to the staff, demanding imme- 
diate solutions to long-standing problems. 

No attempt is made to answer any of the 
questions at this point. The parents are 
informed that the first sessions will be de- 
voted to understanding rather than to solv- 
ing problems. They are told, half seri- 
ously, that any “what-do-you-do-when?” 
questions will not be answered. 


THE LEADER 


It cannot be overstated that the _per- 
son leading the parent education group 
must possess all the skills and sensitivities 
demanded in all therapists. The leader 
must be aware at all times of the latent 
implications of parents’ communications 
and should be expert in what not to say as 
well as in what to say. This is necessary 
in order to avoid arousing disruptive ten- 
sions and deep anxieties. 

During the first sessions the leader takes 
a minimal part in the discussions. He asks 
two or three central questions and stimu- 





lates the parents to participate freely. His 
first chance to “lecture” comes in answering 
the general question: ‘“‘Why do the various 
disciplinary measures fail to bring lasting 
results?” The idea is presented that “one 
acts mean because he feels mean.” Feelings 
are the cause, actions the result. Discipline 
that deals with actions and ignores attitudes 
only deepens the mean feelings and in- 
creases the chances for mean acting-out, 
thus creating a perpetual vicious circle. 


DEALING WITH FEELINGS 


This seems to be a new idea to the 


mothers. They have never considered the 
children’s feelings as an essential part of the 
disciplinary problems. The question they 
raise next, quite naturally, is, “How are 
mean feelings changed?” The leader turns 
the question back to the group. Again one 


becomes aware how inadequately our 
homes, schools, church and culture have 
prepared people for dealing with feelings. 
One realizes how afraid parents are of chil- 
dren’s expression of true feelings, how quick 
they are to deny, disown and suppress them. 
The total failure to comprehend the nature 
of feelings is best illustrated in the short 
sentence of a young mother who said quite 
sincerely, “I try to spank out hate and 
spank in love.” 

We draw on parents’ own experiences to 
gain insight in how feelings change. 
Through leading questions and examples 
parents come to recognize that feelings ac- 
cepted with understanding and loving care 
tend to lose their sharp edges. Many ses- 
sions are devoted to the clarification of this 
idea. Each mother searches within herself 
to answer for herself whether she really be- 
lieves that a person has a right to negative 
feelings. For the first time in their lives 
parents think through these basic problems 
in non-moralistic terms and in concepts 
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that perhaps run contrary to all that has 
been taught to them at home, school and 
church. 

Parents begin to recognize that children 
as well as adults have both positive and 
negative feelings. There is love and hate, 
jealousy and friendliness, fear and security, 
and they are all legitimate feelings. There 
comes a realization that expression and ac- 
ceptance of feelings is more healthful and 
more helpful than their rejection and de- 
nial. When the mothers fully understand 
that emotions are better channeled than 
dammed the group begins searching for 
methods which will enable children to ex- 
press troubled feelings in non-destructive 
ways. The parents themselves point out 
many ways through which children can ex- 
press and liquidate angry feelings. 

Through self-derived insight mothers 
come to grasp the value of non-critical, em- 
pathetic mirroring of feelings. Therapeu- 
tic understanding and reflection of feelings 
cannot be taught but it can be “caught” 
by individuals who experience them. The 
parents learn to perceive more keenly what 
children communicate, not only in words 
but in activity and play. The parents be- 
gin to see their children as reacting indi- 
viduals and they become sensitized to the 
impact of their own attitudes and actions 
on their children’s conscience and conduct. 

Parents are introduced to many specific 
techniques that help “in times of peace 
reduce times of stress.” ‘These procedures 
are described in detail in Dorothy Baruch’s 
New Ways in Discipline? which was found 
to be an excellent guide for the discussions. 

At the end of the parent education group 
an evaluation session is scheduled with each 
parent and it is decided whether further 
help is needed. 





2 Dorothy Walter Baruch, New Ways in Discipline, 
New York, McGraw-Hill Book Co., 1949. 
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The most significant effects of the group 
experience, as reported by participants, 
were the diminished tensions and greater 
harmony between them and their immedi- 
ate families. The change in the partici- 
pants, as evaluated by the staff, can be de- 
scribed as their greater recognition of 
children as reacting individuals and a more 
positive view of their role as parents. 

Our experience with the parent educa- 
tion group has been confined to mothers, 
primarily because the group met during 
working hours. Many mothers have com- 
plained about the difficulties they encoun- 
tered in communicating their increased in- 
sight to their husbands. They have 
requested parent education groups for fa- 
thers—an idea worth consideration. 

As a result of the parent education group 
experience some mothers have come to rec- 
ognize the need for more intensive treat- 
ment for deeper problems. For these 
mothers the parent education groups served 
as a rehearsal in introspection and catharsis 
and prepared them for individual or group 
psychotherapy. 

Parent education groups were started in 
our clinic as an emergency tool and substi- 
tute service. They have emerged as a 
method of choice on par with other major 
services. Parents who were at the end of 
the rope in their relations with their chil- 
dren found in the group new vistas of help 
and hope. After experimenting with such 
groups for the last three years we can state 
with a degree of certainty that they justify 
a place on the clinical roster. The main 
advantages of the parent education groups 
as we see them are: 


@ Parents become aware of the existence in 
themselves and in their children of an inner 


world of feelings and of its significance in 
making or breaking happiness. 


@For the first time in their lives parents 
take time to think through and wonder 
about the right of people (including them- 
selves and their children) to have negative 
as well as positive attitudes, and they be- 
come aware of a new freedom—the freedom 
to feel. 


@ Parents learn new methods of relating to 
children. They become sensitized to chil- 
dren’s expressions of attitudes and learn to 
accept and reflect rather than reject or deny 
troubled feelings. 


@ Parents acquire, if not digest, a large body 
of factual information concerning the na- 
ture of child behavior. 


@ Parents become aware of, even if they do 
not fully assimilate, the meaning and value 
of non-critical acceptance and genuine 
respect. 


@ Parents learn to be more objective and 
less ego-involved in their everyday relations 
with their children and gain an ability to 
handle daily problems with more confi- 
dence and less guilt. 


@ Parents learn many new methods of deal- 
ing more adequately with the specific prob- 
lems of their children. 


@ Finally, parent education groups enable 
even a minimally staffed agency to provide 
extensive service to the community. Under 
competent therapists the parent education 
group can become a potent tool in helping 
a selected group of parents modify old atti- 
tudes and beliefs, develop new values and 
sensitivities and bring about a greater en- 
joyment of family work and life. 











MARC KARSON, Pu.D. 


The psychology of 


trade union membership 


A commonly held explanation for the ex- 
istence of trade unions is that they aid the 
wage-earners’ efforts to obtain economic im- 
provement. In recent years, however, social 
scientists have been turning to the study of 
the trade union movement and of the work- 
ers’ motivation in union membership. A 
number of studies have now been published 
concerning the psychological relationship 
between worker and union. The results of 
these investigations suggest that while work- 
ers are consciously aware that the union has 
a distinct value in bettering their economic 
conditions, their less conscious motivation 
places great reliance on the union for satis- 
fying many non-economic human needs. 
This recognition of the psychological func- 
tion served by unions may create many new 
concepts of the role of union and business 
leaders which in turn could affect our eco- 
nomic-political system. 

One of the more intensive studies on this 
subject by a clinical psychologist was con- 
ducted by Father Theodore Purcell at the 
Swift plant in Chicago.!_ Father Purcell 


learned that 80% of the CIO meatpackers 
had a strong belief in their union and ex- 
pressed their feelings in such statements as, 
“I think we ought to have a union around 
here.’” Some workers specifically approved 
the union for the benefits it brought them, 
specifying holiday pay, clothes-changing 
time, vacation pay, improved working con- 
ditions, wage raises and back pay, grievance 
procedure and seniority rights. Their deep- 
est gratitude to the union was for the job 
protection and status it gave them. Actu- 
ally the workers did not use the word 
“status” and rarely even the word “protec- 
tion” but in interviews they talked about 
“not being pushed around,” of having some- 
one to “speak for your rights,” of the un- 





Dr. Karson is associate professor of political science 
at Southern Illinois University. His article is based 
on a paper delivered October 17, 1955 to the resi- 
dents in psychiatry at the Menninger School of 
Psychiatry. 

1 Theodore Purcell, The Worker Speaks His Mind 
on Company and Union, Cambridge, Harvard Uni- 
versity Press, 1951. 
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ion’s being “a good thing for a group of 
people like us colored.” Father Purcell 
therefore concludes that “the union is pri- 
marily a social and psychological instru- 
ment and secondarily an economic-wage 
instrument.” 

Purcell’s report on the union’s psycho- 
logical importance to the worker coincides 
with findings published in an article titled 
“Why Workers Join Unions.” ? This study 
revealed that not one of 114 steelworkers 
interviewed in a midwest union local stated 
he had joined to obtain higher wages. One 
said he had grown to favor a union because 
he had heard that if you were in the union 
the “foreman would not holler at you.” The 
researchers were of the opinion that an un- 
pleasant personal experience can become a 
powerful motivation that turns workers to- 
ward a union. While 83% of the workers 
interviewed said they joined because of con- 
victions which came out of plant experi- 
ences and family heritage, the remaining 
number joined, they said, “because it was 
the thing to do.” As one worker put it, 
“Other fellows were joining and I joined.” 
This study therefore concluded that many 
workers decided to join the union for rea- 
sons of expediency or as an emotional reac- 
tion to immediate pressures, rather than as 
a result of any rational consideration of the 
matter. 

Psychologist Fred Blum, who studied 
members of the Hormel CIO meatpackers, 
was convinced by his interviewing that these 
workers found their union meaningful be- 
cause it gave them a sense of participation 
in the running of their job-life.* Union 





2 Joel Seidman, Jack London and Bernard Karsh, 
“Why Workers Join Unions,” Annals, American 
Academy of Political Science, 274(1951), 75-84. 

3 Fred Blum, Toward a Democratic Work Process, 
New York, Harper & Brothers, 1954. 
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participation, Blum noted, is a vital means 
of self-expression which provides opportu- 
nities for socializing and meets a need for 
making moral choices. Participation, sim- 
ply put, becomes taking part in union social 
affairs, attending and speaking up at mem- 
bership and committee meetings, reading 
union literature, discussing union problems 
during off-duty hours, fulfilling some union 
task, holding some union position and even 
wearing a union button. 

Blum found that for most workers union 
membership evoked positive statements of 
appreciation. Typical responses were: “It’s 
a good thing, it’s what we need. ... Workers 
need organization, same as business, every- 
thing is organized.” Others said, “Protec- 
tion comes to my mind. You see, before the 
union was established they could hire and 
fire whenever they pleased. When you 
weren't in with the bosses, when they didn’t 
like you, you were out.” Another comment 
was: “Better working conditions, wages up.” 

Yet only a minority of workers feels an 
emotional attachment to the union such as 
one feels for family or friends. For most 
the union, though a useful and workable 
instrument, is not a living personal thing 
like a community of people. For many 
American workers, particularly those who 
have lived in rural areas, it is very difficult 
to identify emotionally with the union when 
all their lives they have identified with the 
American dream of being one’s own boss 
and maintaining one’s God-given rights of 
individualism. 

According to Blum, emotional identifica- 
tion with the union has been declining since 
the 1930’s when unionism at last became 
accepted in American life. This decline in 
emotional identification accounts for the 
lessening of workers’ participation in union 
affairs. One example of an attempt to 
counteract this trend in one local was the 











establishment of a door prize to stimulate 
attendance at the Hormel meatpackers’ 
meetings. Only a small minority goes to 
these meetings often. Most workers said 
they go “once in a while.” About 100 of 
the 4,000 members are usually present at an 
average meeting. 

Nevertheless, poor participation or weak 
emotional identification with the union does 
not mean workers are unappreciative of the 
job security and rights that the union ob- 
tains for them. Of course, workers do not 
possess, in the Marxian sense, a labor ideol- 
ogy; they are job-conscious, not class-con- 
scious, and therefore want the union to get 
them more job protection. Both Purcell 
and Blum noted that the workers have no 
interest in using the union to completely 
re-fashion the institutions of our society. 

Blum reports that the Hormel factory 
workers, although benefiting from many 
economic measures including the guaran- 
teed annual wage, are not happy at 
their work. During a word association 
test the response of one worker to the word 
“work” was “dammit.” That another kind 
of work can produce utterly different feel- 
ings is suggested by another study among 
midwestern workers who operated machin- 
ery, such as bulldozers, in commercial con- 
struction.4 Ninety-three percent of these 
workers felt employers did not interfere 
with their performance and 88% declared 
their job was not a monotonous one. 

This finding agrees with the opinion of 
British psychiatrist James A. C. Brown, 
who says that “most workers like their 
job.” 5 


< 





4 Keith Davis and Edward St. Germain, “An Opinion 
Survey of a Regional Union Group,” Journal of Ap- 
plied Psychology, 36(October 1952), 285-90. 

5 James A. C. Brown, The Social Psychology of In- 
dustry, London, Penguin Books, 1954. 
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Since the public, according to national 
polling organizations, believes that many 
strikes do not represent the will of the union 
rank-and-file but are instigated by agitators 
or radical leaders, it is interesting to note 
from this study of construction workers that 
46%, of the local union membership held 
the union to be usually right when it called 
a strike and 30% held it to be always right. 

From additional information on worker 
attitudes gathered by Arnold M. Rose it 
appears that the St. Louis teamsters, like 
other workers already noted, overwhelm- 
ingly believe in the necessity of a union and 
are also sympathetic with the employer’s 
situation.® The interviewers who assisted in 
this study were told by most workers that 
they believed securing economic benefits 
such as higher wages to be the most impor- 
tant duty of the union. The vast number 
of workers supported the idea of a new role 
for unions—that of providing extra services 
such as free medical and legal aid, a credit 
union and free employment services, with 
medical service receiving the highest sup- 
port. Workers’ education, however, was de- 
sired by only 9% of those interviewed, with 
22% expressing a possible interest in it at 
some future time. As to politics, a wide 
majority favored the union’s pointing out 
those candidates favorable to labor and urg- 
ing the members to vote. They were against 
being told for whom to vote. 

To summarize briefly the consensus of 
recent empirical studies on the meaning 
that the union has for the worker: The 
union member appreciates the economic 
benefits the union has secured for him; the 
union itself satisfies his psychological needs 
because it helps him feel stronger in his re- 
lationship with the employer and enables 





6 Arnold M. Rose, Union Solidarity, Minneapolis, 
University of Minnesota Press, 1952. 


89 












him to experience the emotional security 
of job protection. 


FUNCTION OF THE LABOR UNION 
AS A PSYCHOLOGICAL DEVICE 


The pitifully small use made of modern 
psychological discoveries in the fields of eco- 
nomics and politics is shameful. Although 
both classical and Marxist political econ- 
omy, for example, are based on false psy- 
chological assumptions, they have strong 
supporters. The presentation of man as a 
rational economic or political animal able 
to make objective political and economic 
choices was a common belief before the 
time of Freud. Modern psychological con- 
cepts should be recognized, however, in eval- 
uating the latest empirical data. From the 
needs of human nature postulated by mod- 
ern psychology, the task still remains to ex- 
amine the diverse satisfactions provided by 
labor unions for their individual members. 

An important psychological need satisfied 
by the labor union is gregariousness. Men 
want to group together. Although working 
together can satisfy some of that need, if 
they feel the purpose of their labor does 
not have a collective spiritual meaning for 
them, if they feel they are physically united 
but psychologically separated from each 
other, they will yearn for a moral identity 
with their fellow men. This is particularly 
true when the product they work on is not 
theirs. In our machine age, as a vast 
amount of work becomes more and more a 
matter of machine-tending, there is a hack- 
ing away bit by bit at the remaining area of 
human involvement. The successful com- 
pletion of a product is rarely witnessed by 
the cog-in-the-wheel worker and therefore 
cannot constitute a matter of personal pride 
for him. When a man gets a sense of satis- 
faction because the product he produces 
carries his personality with it or because he 
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shares the feeling of group dedication to 
the work such as occurs in a cooperative or 
in a wartime situation, there is little psycho- 
logical need for a union. But because the 
factory and wage system often make a 
worker feel like a machine himself and be- 
cause a man is not a machine, he must 
make some spiritual contact with others of 
his kind. When the economic institutions 
of modern civilization thwart man’s nature, 
he will search for a way out of his frustra- 
tion. Absenteeism, alcoholism, nationalism 
and revolutionary Marxism have been some 
of his reactions to the repressions he suffers 
from modern industrialism and the wage 
system. Trade unionism represents another 
of his efforts to meet the problems inherent 
in the job situation. The union, then, be- 
comes the psychological alternative to a 
worker’s being either a slave or a revolu- 
tionary—to his becoming submissively with- 
drawn or destructively aggressive. 

Unionism is the worker’s effort to main- 
tain mental health in the face of autocratic 
and/or absent parent-employers, of imper- 
sonality and neglect in the factory family, of 
the constant fear of rejection and dismissal 
by lay-offs resulting from the installation of 
machinery or the vicissitudes of the business 
cycle. Asa line in a union organizing song 
goes, “Will you be a lousy scab or will you 
be a man?” Franklin Roosevelt must have 
understood this when he said on Labor Day 
in 1941, “Trade unionism has helped to 
give everyone who toils the position of dig- 
nity which is his due.” 

In an illuminating article on this subject 
Frank Tannenbaum ? points out that indus- 
trialization has weakened or destroyed many 
institutions, such as the guild, the family 
and the local community, which had given 





7Frank Tannenbaum, “The Social Function of 
Trade Unions,” Political Science Quarterly, 62(June 
1947), 161-94. 





man a feeling of being involved with others. 
Man, seeking individuality and independ- 
ence, once thought he needed only a job 
and an income for greater freedom, but the 
early development of unions suggested that 
the individualism-and-cash nexus was not 
enough. Tannenbaum says further, “The 
vacuum created between the job and the 
man has proved intolerable.” Neither 
higher wages nor a benevolent paternalism 
can overcome this void. Trade unions have 
been an expression of the unconscious grop- 
ing of men for kinship, for growth from 
infantile dependency on their employer and 
for the preservation of the spiritual quali- 
ties of the self. On the conscious level, 
trade unionism represented an articulate 
response to the more obviously felt eco- 
nomic exploitation of the worker. Again 
union songs tell of the deeper psychological 
impulses of workers—of their loves, hates, 


hopes and fears. “Solidarity Forever” is one 


significant song title. Workers at union 
meetings address each other as “brother.” 
At the first IWW convention in 1905, Big 
Bill Haywood greeted the delegates in his 
opening address as “fellow workers,” a term 
which has stayed with the union movement 
because it so simply verbalizes a universal 
psychological feeling of brotherhood. Fas- 
cism, perhaps communism too, has shown 
that even economic exploitation is accepted 
when emotional needs are met. 

Another requirement of psychological 
importance that union membership helps 
to satisfy is the need for status, approval, 
prestige and power. Without union mem- 
bership a worker may often feel like a voice 
in the wilderness—weak, isolated and alone 
—in contrast to his powerful employer. 
This unequal position in life may beget a 
feeling of inferiority. Union membership 
may combat this feeling; although an unor- 
ganized worker may feel insecure, an or- 
ganized worker has acquired strength. The 
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trade unionist gets this sense of power from 
the collective strength that is his through 
association with other workers. Old trade 
union slogans—“in unity is strength” and 
“an injury to one is the concern of all”— 
have had great psychological meaning for 
the worker. 


SOCIAL AND ECONOMIC GAINS 


When his union succeeds in gaining im- 
proved trade agreements with management 
the worker gets the psychological pleasure 
that comes to one who wins over a rival— 
the rival being the employer, who may rep- 
resent a father-figure or a sibling. In the 
eyes of his family the unionist is a success- 
ful member of a team that gets results and 
he is accorded the prestige of a victor. Some 
unions have developed tremendous banks, 
social programs, educational courses and 
summer camps, in which their members 
take great pride. The successful growth of 
unions has enabled the individual member 
to derive vicarious pleasure just as national 
greatness or the marriage of royalty en- 
hances the stature of those who identify 
with the successful object. In fact, na- 
tional union leaders as well as spokesmen 
for the local union are seen as heroic figures 
incarnating each worker’s unconscious wish 
of himself in his dealings with the em- 
ployer. 

Erich Fromm points out that working 
people today are not satisfied with their 
work, although they are not consciously 
aware of this because they repress their 
dissatisfaction. It is possible that some 
workers compensate for this dissatisfaction 
with the prestige they acquire from accept- 
ance by the union and from participation 





8 Erich Fromm, The Sane Society, New York, Rine- 
hart, 1955. 
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in its activities and in community and 
humanitarian projects. 

The economic improvement that a union 
inevitably gains for its members enables the 
workers to lead a different kind of life. 
Workers’ children can be sent to college. 
Doctors can be called when there is illness. 
Bills can be paid. Vacation trips can be 
taken. New and fashionable clothes can 
be purchased. Middle-class organizations 
like the Legion and fraternal clubs can be 
joined. Money, in short, can enable one to 
do those things which give one a sense of 
accomplishment, of assertiveness, of social 
acceptability and of power denied to those 
in poverty. 

The union movement provides an op- 
portunity for workers to achieve staff posi- 
tions of leadership and authority. Many 
men seek power and control over other 
human beings—a motive which they need to 
ennoble in the name of social idealism. 
The conflicts of one’s own life can be trans- 
ferred to and re-lived by participating in 
the drama of social struggles. Another 
strong need requiring some expression in 
human beings is aggression. Here the un- 
ion—by furnishing continuous propaganda 
through the union paper, speeches and 
songs that depicts the boss as having per- 
sonally inherited the devil’s horns—is tap- 
ping hostility as well as furnishing an ob- 
ject for the worker’s repressed anger. 
Strikes also enable many workers to release 
considerable aggression for what can be a 
socially valid purpose. Ross Stagner notes 
that workers who lead in organizing a 
union against an anti-union employer often 
have “an unusually high aggression level.” ® 

On the other hand, the union also en- 
courages the passive as well as the aggressive 





® Ross Stagner, The Psychology of Industrial Con- 
flict, New York, Wiley and Sons, 1956. 
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needs of workers. Unionism can satisfy the 
dependent needs of those workers who react 
against personal responsibility and of those 
who feel impoverished unless constantly 
relating to others. 

Murray Kempton tells a story which 
vividly illustrates the. gratification that 
workers get by having their union express 
their resentment toward the company.’ 


POWER OF UNITY 


During the 30’s CIO officials were meeting 
with Chrysler executives after the CIO 
staged a sitdown strike in its effort to organ- 
ize the company. For many hours K. T. 
Keller, Chrysler’s operational vice-president, 
stared with disdain at the CIO officers led by 
John L. Lewis. At last Keller said to Lewis 
in a tone of total contempt, “Mr. Lewis, you 
haven't said a word about this situation. 
‘Do you have any comment or contribu- 
tion?” Lewis stared hard at Keller and 
answered very quietly, “Yes, Mr. Keller, 
yes, I have. I am 99% of a mind to come 
around this table right now and wipe that 
damn sneer off your face.” According to 
CIO leaders present, Keller passed into an 
immediate stage of shock from which he 
emerged to totter over to Lewis and plead 
that he was not as bad as all that. This 
scene was for CIO counsel Lee Pressman a 
high point of his life. Pressman declared 
that Lewis was expressing the voice of 
workers who had been exploited by gigantic 
corporations and had a “passionate desire 
to strike back.” Union workers do get 
tremendous satisfaction because their union 
can back them up against corporations rep- 
resenting an authority primarily concerned 





10 Murray Kempton, Part of Our Time: Some Ruins 
and Monuments of the Thirties, New York, Simon 
and Schuster, 1955. 





with profits and not with the well-being of 
its labor force. 

Another story may show the psychological 
purpose that the union serves in causing 
the worker to feel the boss becomes less 
formidable when he must deal with un- 
ionized workers: 

“Gunner” worked in a large eastern rail- 
road yard in the 1930’s. For many years 
he had never asked for a personal trans- 
portation pass. One day he decided to ob- 
tain a pass to use on his vacation. The 
boss, who was in an irritable mood, told 
him to clean up before he visited the front 
office and to put his request in writing. 
Later that day “Gunner” returned and 
again made his request. “Do you still ex- 
pect a pass,” the boss said, “without follow- 


ing my previous instructions?” Gunner 


grimly answered, “It’s not a pass I want, no. 
I just came back to tell you to go to hell, 
because the union got me a job on the 


B & O.” 

Some of the motivation for union mem- 
bership comes from the aggressive, often 
repressed need to tell authority, in this case 
the boss, “to go to hell.” ‘The causes that 
produce this need can be found in part in 
the early family situation of the workers and 
in the later oppressive social situations they 
encounter—one of which could be the job 
situation itself. Working people, like mid- 
dle-class or wealthy people, are not immune 
to emotional disturbances. Their inferior 
economic status may often furnish them, 
however, with a convenient rationalization 
for the source of their unhappiness. 

Since it is easier to act consciously on what 
is consciously perceived, they may thus view 
emotional insecurity as economic insecurity. 
Workers may therefore favor the union for 
what they think are the economic advan- 
tages it offers them, when in reality it is 
fulfilling some of their unconscious emo- 
tional needs. Perhaps a story told by Golden 
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and Ruttenberg illustrates this point." 
Fletcher Brown, a Negro steelworker, was 
a witness before a government labor board 
in 1934. A corporation attorney cross- 
examined him seeking to prove there was 
no unrest in the factory or community, as 
the union charged. He demanded that 
Brown state where the unrest was. Brown 
leaned forward, put his hand over his heart, 
looked the attorney in the eye and said, 
“The unrest I speak of is right here in my 
heart.” 

In addition to furnishing an outlet for 
“unrest,” the union meets other psychologi- 
cal needs of workers. It gives some a cause 
that transcends themselves to which they 
can relate. It gives life the greater meaning 
that comes from association for a common 
worthwhile purpose. It makes its members 
feel more secure emotionally because they 
have the status of belonging and the power 
of unity. It provides them with an oppor- 
tunity for aggression that relieves some of 
their frustrations. It offers them the com- 
fort that their sufferings do matter to some- 
one and will be heeded. Finally, it fires the 
hope not of “pie in the sky by and by” but 
of “more, more now” and provides the 
methods and machinery for realizing that 
hope. 





11 C. §. Golden and H. J. Ruttenberg, The Dynamics 
of Industrial Democracy, New York, Harper & 
Brothers, 1942. 
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A study of chronicity 
in medical clinics 


It has long been bbserved that patients at- 
tending a clinic for required medical care 
develop, over a period of time, an emo- 
tional dependence on the clinic. This 
leads them to make many visits, ostensibly 
for treatment of their physical ills, but actu- 
ally in an attempt to gratify emotional 
needs. In turn the clinic may unwittingly 
respond to these needs in such a way as to 
encourage the development of emotional 
dependence. 

This study was undertaken to explore 
some of the dependency-producing factors 
and to suggest methods of reducing them. 
It was further planned to collect data which 
would be of value in working out the fre- 
quency of clinic visits that would constitute 
optimal medical care, this being defined as 
the amount of treatment that meets the pa- 
tient’s physical needs without unduly fo- 
cusing his attention on his body as a vehicle 





This is a report on the first year of a 3-year study 
being carried on at Mount Sinai Hospital clinics in 
Chicago with the aid of a grant obtained by the 
Chicago Medical School from the Illinois Depart- 
ment of Public Welfare. 


94 


for the gratification of needs for attention, 
recognition, affection, succor, etc. It was 
felt that these needs could be satisfied in a 
more mature, more direct, more economical 
and more satisfying manner. 

The study got under way in October of 
1954. A “chronic patient” was arbitrarily 
defined as one who had been attending the 
clinic at least once a month for two years or 
more. Patients meeting this definition were 
selected at random from the endocrine and 
metabolic, gynecology and gastroenterology 
clinics. They were then referred to the at- 
tending doctor of the specified clinic for 
his approval of their inclusion in the study. 

Each of the 110 patients selected under- 
went a complete social study of background 
and current situation, a battery of psycho- 
logical tests and a psychiatric anamnestic 
interview. At weekly staff meetings the so- 
cial workers, psychologist and psychiatrist 
correlated all the findings and made rec- 
ommendations as to ways and means of cur- 
tailing the patient’s dependency on the 
clinic. In general the staff sought to help 
patients express their dependency in more 
mature fashion by encouraging them to in- 





creased social participation in the commu- 
nity. This entailed a thorough study of 
Chicago’s community resources by the social 
service department, which was also to carry 
the major burden in implementing the 
staff's recommendations. 

The personality study of some of the pa- 
tients suggested that with a reasonable 
amount of case work support, they could be 
referred directly to recreation centers, 
golden age groups, etc. To date, 19 have 
been so referred. Four others, with encour- 
agement, sought and found employment. 

Other plans were set up for those patients 
whose dependency on the clinic was greatest 
or was based on a greater degree of emo- 
tional or physical disturbance. Thirty-eight 
were referred for group psychotherapy in 
order that their dependency on the clinic 
could be worked through before referral to 
the community. Four were referred to the 
psychiatry clinic for individual therapy be- 
cause of pronounced emotional disturbance. 
One with severe physical disabilities was 
placed on home medical service. 

The age distribution of this group of 110 
chronic patients selected at random shows 
that 83 of them, or 78%, were between the 
ages of 50 and 80. Of these 44 evidenced 
chronic brain syndrome with some degree 
of dementia as determined by both psychi- 
atric interview and psychological test. Al- 
though this will at first appear to be an 
unusually high incidence of organic brain 
disease, one must consider the age of these 
patients and the fact that many of them 
had chronic debilitating diseases. Their 
degree of intellectual deficit ranged from 
mild to severe. Some cases showed con- 
siderable disorientation and memory loss. 

Some of the remaining patients were 
found to have severe emotional disorders 
such as schizophrenic reactions or severe 
neuroses and others were classifiable as vari- 
ous types of personality or character dis- 
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orders, mental deficiency, etc. The follow- 
ing were the classifications assigned: 


Schizophrenic reactions 
Anxiety reactions 

Involutional psychotic reactions 
Mental deficiency 

Schizoid personalities 
Sociopathic personalities 
Paranoid personalities 


Of the 36 remaining patients many were 
found to have immaturity, dependency or 
passivity as their dominant personality char- 
acteristics. Others were expressing consid- 
erable dependency in relationship to the 
clinic because of long-standing chronic ill- 
nesses, frustrations in their economic or so- 
cial situations, etc. 

Such findings have interesting implica- 
tions for the field of mental health. All of 
these people have been maintained in the 
community with varying amounts of aid 
from clinic physicians, social workers and 
community resources. We are interested in 
determining to what extent their adjust- 
ments can be improved. It is too early in 
the study to give definite answers to our 
questions. We do, however, see evidence 
that some of these persons can with support 
and aid in planning take a more mature 
and less dependent place in society. Others 
are so severely disturbed emotionally or in- 
tellectually and/or physically impaired that 
the goals for them must be limited. Main- 
taining them in the community rather than 
in institutions is a worthwhile goal. 

When group therapy was planned as an 
adjunct to the study it was realized that 
dependent, middle-aged or elderly patients 
were not the most likely persons to profit 
from this type of psychotherapy. Perhaps 
our use of the term psychotherapy is too 
loose and therefore misleading. We did 
not expect that there would be extensive 
opportunity for analysis and interpretation 
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designed to bring about insights and per- 
sonality growth. Our main purpose was to 
bring groups of patients together in order 
to transfer their needs for dependency and 
belongingness to the group, rather than con- 
tinuing their dependence on clinic facili- 
ties. We were also interested in getting to 
know the needs of these patients and in 
giving them an opportunity to help work 
out more mature solutions to these needs. 

At this point we can say only that some 
patients have already benefited from group 
meetings as shown by significant decreases 
in their clinic visits, their obtaining em- 
ployment and taking a more active part in 
social activities. Others have gained just 
by making friends of group members and 
reducing their feelings of loneliness. For 
others the sharing of problems—and_ the 
realization that one’s difficulties are not 
unique—was a valuable experience. As 
would be expected, some patients have 
shown no observable benefit but it is al- 
they are in the 


ready apparent that 


minority. 


SUMMARY 


Information thus far gathered in the first 
year of a 3-year study of chronically ill 
patients suggests the following conclusions: 
1. A large number of clinic patients use the 
clinic for the satisfaction of dependency 
needs. 

2. Many patients continually attending the 
clinic suffer from chronic physical ailments 
requiring a minimum of medical care, but 
they become increasingly dependent on the 
clinic because mental disturbances of vary- 
ing degrees of severity are the basis for 
much of the diagnostic evaluations and 
treatment given them. 

3. A significant number of patients in any 


clinic probably suffer from mental disturb- 
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ances which could lead to commitment, but 
with proper understanding of their prob- 
lems and supportive management some of 
them could be maintained in the commu- 
nity without hospitalization. 


4. Criteria for what constitutes optimal 
medical care for physical disabilities need 
to be explored and reasons for patients’ re- 
turn visits more clearly understood. 


5. A major problem faces the medical pro- 
fession in gaining understanding of chroni- 
cally ill patients and in developing ancillary 
methods for their care and medical super- 
vision. 
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Students’ perception of factors 


affecting their studying 


If teachers and parents knew what factors 
hinder or facilitate studying, they could 
often provide more favorable study condi- 
tions. Thus far, study-helps most often 
available to students have consisted of sets 
of rules; conditions conducive to study have 
not been presented in a concrete, personal 
manner. The most appealing way to pre- 
sent these conditions is in the words of stu- 
dents who have become aware of definite 
aids and hindrances. 

In “unstructured” compositions on the 
topic, “What Makes Studying Easy or Diffi- 
cult for Me,” 536 students described a wide 
variety of study conditions. These anony- 
mous compositions were written by students 
ranging from the 5th grade to the sopho- 
more year of college. The writers repre- 
sented a wide range of intellectual ability 
and socio-economic background. 

The responses in these compositions were 
classified into 45 different categories. Of 
these, 29 represent conditions which were 





Dr. Strang is a professor of education at Teachers 
College, Columbia University. 


expressed in a double form. For example, 
a student may assert both that complete 
privacy makes his studying difficult and that 
studying is easier for him when he is not 
alone. For the purpose of discovering how 
students in general view the factors that 
affect their study, we may assume that the 
two assertions are equivalent to a single 
response about the value of privacy to effec- 
tive study. 

In most cases students made only one 
statement concerning a particular factor— 
either that its presence was a positive value 
or that its absence was a deprivation. A 
given environmental factor, such as the 
radio, may have been regarded by one in- 
dividual as positively beneficial to his study- 
ing and by another as positively harmful. 
We should also note that in a given com- 
position the writer often asserted both the 
high value to him of a certain factor and 
the low value of its opposite. 

The 29 factors which were stated both 
positively and negatively in the composi- 
tions (e.g., freedom from other concerns and 
worries makes study easy; it is hard to study 
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when one is bothered by personal problems) 
have been listed in their positive form as 
factors that facilitate study. Of the 16 re- 
maining categories, eight represent condi- 
tions that students considered helpful to 
their studying, eight conditions they con- 
sidered detrimental. 

For each student a complex of factors af- 
fected studying. This complexity of pat- 
terns and these variations in the relative 
importance of certain factors at certain 
times and under certain conditions can be 
presented only in the actual words of the 
compositions. Accordingly, we shall sup- 
plement the listing and description of fre- 
quently mentioned study conditions by 
quoting a number of compositions in their 
entirety. 


MOST FAVORED CONDITIONS 


The ten conditions most frequently men- 
tioned by students of all grade levels are 
listed below in order of frequency of men- 
tion: 


1. Privacy; no distraction by others. 


2. Quiet environment (exclusive of radio 
and TV, which are considered separately). 


3. Particular interest in the material to be 
studied. 


4. Freedom from other concerns and wor- 
ries and from competing personal interests. 


5. Not trying to watch TV while studying, 
not putting off studying to watch a TV 
program, not being disturbed by someone 
else in the house who is watching TV. 


6. Effective teaching. ‘This cluster of fac- 
tors includes such considerations as the 
teacher’s personality, the clarity and com- 
pleteness of his explanations, the intensity 
of his interest in his subject, the definiteness 
of his assignments, the nature of pupil- 
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teacher relations and other similar factors 
directly related to teaching. 


7. An assignment that is not too long. 
8. Having the radio off. 


9. An assignment comprising material that 
is either already “understood” or is com- 
prehensible. 


10. Feeling rested and well. 


These conditions considered of most im- 
portance by students bear little relation to 
the usual list of recommended study meth- 
ods. The students did mention certain en- 
vironmental conditions usually considered 
important—privacy, quiet, freedom from 
distractions. But they put a great deal of 
emphasis on personal factors such as interest 
and peace of mind and on the teacher’s 
responsibility for fostering effective study. 

This suggests that we might often do well 
to attack study problems indirectly. In- 
stead of urging the student to get down to 
work promptly, to study a given subject at 
the same time each day and to concentrate 
on the assignment, we might consider his vo- 
cational outlook, the nature of his relations 
with members of his family and with his 
contemporaries and other factors which may 
be taking his mind off his school subjects. 
We might also focus attention on his as- 
signments and the methods by which they 
are presented; many students say their 
studying is made difficult by books that are 
dull and unrelated to their lives and by 
failure to understand what to do and how 
to do it. 

Items ranking from I1th to 20th in fre- 
quency of mention correspond more closely 
to the usual list of study hints, especially 
those concerned with physical conditions 
such as good lighting, a comfortable room 
and having at hand the materials needed 
for study. Some also mention receiving as- 





sistance from members of the family or 
from classmates, taking good notes, feeling 
in the mood for study and having sufficient 
time to be thorough and careful. 

The lowest ranking items included more 
of the factors that were described in only 
one way—either as helpful or as detri- 
mental. These items also included some 
of the common study hints and some con- 
tradictory recommendations such as having 
the radio or TV on rather than off and hav- 
ing “mainly a reading assignment” or, on 
the other hand, “an assignment that is not 
of the reading type.” A few of the responses 
in this low-ranking group were more ma- 
ture in tone than those commonly given 
by adolescents: studying in the early morn- 
ing, thinking about the subject in casual 
moments and taking short breaks during 
periods of study. 

Altogether the responses represent a com- 
prehensive and composite pattern of effec- 
tive study methods. 


INDIVIDUAL DIFFERENCES 


By tabulating the responses according to 
grade level we may acquire some insights; 
we may note the increasing or decreasing 
recognition of a particular study method in 
elementary, junior and senior high school. 
The 5th- and 6th-grade pupils, relatively 
more frequently than the older students, 
mentioned quiet, privacy and freedom from 
distractions including TV; assistance in do- 
ing homework; being attentive in class and 
taking good notes. The 7th-, 8th- and 9th- 
grade pupils, more frequently than either 
the younger or the older groups, emphasized 
being interested in the material to be 
studied, having all necessary materials on 
hand to begin with and having a clear and 
definite assignment. Concern with over- 
long assignments and with distracting wor- 
ries and competing personal interests in- 
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creased from the elementary to the high 
school students. 

Most interesting are the individual dif- 
ferences shown in the compositions them- 
selves. One}10-year-old boy in the 5th grade 
shows his self-sufficiency and _ rebellion 
against adult domination:* 

“I study better when I’m not made to. 
like if I am doing something and they 
tell me to study I dont feel like it but I 
have to because they make me and I don’t 
feel like it. and I don’t do a good job. 
When I feel like studying I do a good job.” 

Consider, in contrast, the expression of 
this “satellizer,” a very docile 11-year-old 
girl in the 5th grade: 

“The things that make me study easier 
is that when I get home and I have home- 
work I go right to my room and do it, and 
if a friend calls I can’t go out because 
mommy will say did you finish your home- 
work and I will have to say no but I don’t 
mind because I want a good mark on my 
report card.” 

A common response among children 10 
or 11 years old is to blame their brothers 
and sisters when they do not get their study- 
ing done. One put all the blame on “a 
pest I no.” Another described the home 
situation as follows: “One thing that makes 
studying difficult for me is my sister. When 
she is watching a TV program she will come 
in and ask me if I want to watch it. I say 
No. Then she bothers me and I can’t get 
my homework done. Along comes mother 
and chases her away. Sometimes when I’m 
in the middle of a big problem or example, 
she will come in and want to box with my 
boxing gloves. I say No. She will bother 
me and finally I give in. So I think of a 
plan. I'll hit her good and hard and she 





* The spelling, punctuation and wording of the 
compositions are unchanged. 


99 





will start crying and she goes to dad and 
then I can do my homework. Sometimes 
it’s the TV and I can’t get my homework 
done so my mother closes the door and I 
do my homework.” 

Other children blame their failure to 
study on friends who want them to play or 
look at TV or who talk in school when 
they are trying to study. 

The vicissitudes of the scholar in the 
7th grade are described by a 13-year-old 
girl: 

“It is usually easyier for me to study 
when I like the subject, then I don’t mind 
study, 

“¥ can study and work much better in a 
quiet room than in a noisy room. The 
teachers don’t help much either because 
they tell the kids to quiet down and when 
the teacher starts yelling, you can’t make 
heads or tails out of what you are studying. 
Most of the time I just get so involved in 
the subject if its something important I 
don’t even hear the loud noise the class is 
making.” 

A 1314-year-old boy in the 8th grade 
whose usual state is boredom describes how 
fine weather competes with study. 

“I hardly ever study easy. It is only 
when I enjoy the topic emensly which is 
rare. Studying for me is easier on a rainy 
day when I can’t go out, with music on the 
radio. My favorite subject is reading and 
science. I love to read and keep up with 
modern sciences. It is usually a nice enough 
day to go out and consequently I don’t 
study.” 

A junior high school girl gives one of the 
more comprehensive pictures of home study 
in relation to school instruction: 

“Studying usally comes easy to me. Most 
of the time I sit in the living room, turn on 
some of my records, and do my assignments. 
Music is very relaxing, and sets my mind to 
the subject. If I ever have any questions 
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about my assignments, I ask my sister to 
explain it. That’s the wonderful thing 
about my sister, no matter how busy she is, 
she always manages to find time to help me. 
There aren’t many things that interupt my 
studying. When we first got our television, 
I must say that for about a week I didn’t 
study to much. But little things like that 
don’t last long, and pretty soon I’m back 
to normal. 

“In public school I studied a great deal 
harder. Maybe that’s because the teachers 
were very understanding, and the subjects 
well presented. On the other hand, even if 
an important subject is taught by a teacher 
who doesn’t make too much of an attempt, 
you have to study even harder. I can 
honestly say that math is the only subject 
I study. The rest of the subjects are really 
a waste of time. I have found that when 
I study something for an hour, I accom- 
plish more than the class would in 2 weeks. 
It would be wonderful if we all had under- 
standing teachers.” 


HOSTILITY TOWARD TEACHERS 


Quite a different home environment is 
described by another 13-year-old girl in the 
8th grade, who also blames some of her 
study problems on her teachers: 

“Some reasons why study is difficult for 
me is because all the teachers seem to give 
you homework on the same day. .. . An- 
other reason is because a teacher gives you 
homework that she never taught before. If 
you try to tell her she didn’t teach you the 
work she say your always trying to get out 
of work. Another reason is when I’m at 
home studying and my mother comes in 
and tells me to go to the store or wash 
dishes. When I tell her I’m doing my 
homework she would smack me... . 

“I think these problems can be solved. 
If all the teachers get together like they are 





supposed to we won't have a pile of home- 
work on Thursday. The other problem 
could easily be solved if the teacher would 
have trust in the pupils. If the pupils say 
she didn’t teach the homework she should 
teach it. If my mother would realize how 
much homework we have to do maybe I 
could get a couple of hundreds. Then if 
the teacher would give us more time on 
speed test maybe everyone would get finish. 
Because everyone doesn’t have the same 
speed. If this can’t be done I think the 
slow people should be put in another class 
but not a lower division like they do.” 

Others express bitter hostility toward 
school and teachers. A 1714-year-old boy 
used the composition to express his general 
hostility toward school: 

“When is it easy for me to study? It is 
never easy for me to study. Because I work 
after school and the homework the teachers 
give me is to much, for example—my eng- 
lish teacher says to me ‘Well this is only a 
little bit,’ then my bio. teacher says ‘its only 
6 pages,’ and History is not any easer 6 
questions that even the head of the depart- 
ment can’t answer. This is why I only have 
four majors, and have to stay 6 mo. extra 
in this ‘stinking hole.’ . . . And if you ask 
the teacher for an extra day to do your 
work because you have to work after school 
she says no and marks you for not doing 
your work on time. They don’t even care 
if you can’t do it.” 

No matter how conscientious a teacher 
may be, if a student perceives his school 
situation as this boy did, some change in 
method or some individual guidance is 
indicated. 

A 16-year-old boy shows lack of interest 
in the subject itself and in the books to be 
read, as well as indicating unfavorable 
home conditions: 

“Studying with me was never easy. Since 
I’ve been old enough to know what study- 
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ing meant I built up a hate for it. When 
I was in grammar school the only thing 
that could make me study was the back of 
my father’s hand. The only excuse I had 
for not studying was because I was lazy. I 
guess thats the way it is with most non 
studyers. (Please excuse the English) Since 
the day I learned how to read I hated it. 
In all my 16 years of life, and I’m serious, 
I’ve never read a book. I repeat I’m serious, 
the only time I read is when I’m called on 
in class. There I must read If I want to 
Pass. Trying to read at home is a difficult 
task. There is seven in my family, my 
mother, father three sisters and a brother. 
I don’t think there is a time when one of 
the rooms is empty. I don’t think it is 
possible for anyone to study with cowboys 
and indians running all around. The only 
time I study is when I’m interested in what 
I’m studying. If I can’t get interested the 
book is closed and won’t be opened again.” 

Surely somewhere in his school career this 
boy should have begun to find in books 
something that had meaning and use to 
him. 


INSIGHT OF ADOLESCENTS 


Occasionally, in marked contrast to the 
customary blanket condemnation of school 
and teachers on the one hand, or the docile 
acceptance of requirements on the other, 
one finds evidence in a senior high school 
composition that the student has delved 
into psychology and is capable of consider- 
able self-analysis. Here is one such com- 
position, signed “From a neurotic”: 

“Homework has been a great problem to 
all of us who are still young and prefer to 
do other things. Things that do not require 
thinking. 

“I for one find studying to be necessary 
in order to get high grades. I try hard to 
like my work and to do it willingly, and I 
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have found the results attractive. Most of 
the time I find doing homework an easy 
job, as long as I have solitude, and unfor- 
tunately I always do. I know that if a class 
is extremely important to my passing, I 
always sit down and do my homework, etc., 
right away. I do not dilly dally, and though 
I am not of an assidious nature I manage 
to get along in my school work. 

“On the other hand, if I dislike a teacher 
I do my work unwillingly, and therefore do 
not do my best. Many people have found 
this to be infantile, I agree with them, but 
it is a good way to escape from doing your 
best. Sometimes I don’t do my work be- 
cause books (I read a great deal) stare me 
in the face. I feel I can learn more from 
Toilstrosy, Balzac, Zola, Lenin, and Marx 
then from some of the teachers I have. But 
since I want to graduate I tear myself away 
from these dignataries. I lock up my books, 
and resume to the ones given to me at 
school.” 

The following composition reveais a con- 
scientious 17-year-old adolescent: 

“Sometimes studying is easy for me be- 
cause of the following reasons: 

“1) When I discover my class is going to 
have a test I study so I can try to get a good 
mark. I feel very proud to bring home a 
good paper to my mother. She feels very 
happy. 

“2) I find that it is easier to study when 
I do my homework every day. 

“3) When I don’t have too much home- 
work to do I can concentrate more on my 
school work. 

“4) When the weather is warm, it is light 
late and therefore I have a desire to stay 
up later and do more work. 


“5) Constant pressure of someone who 
has confidence in me helps make studying 
easier.” 
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Among the factors this girl mentioned as 
making study difficult were “teachers who 
dislike or embarrass me,” getting a low mark 
when she had tried very hard, headaches, 
family problems and competing out-of- 
school activities. 


CONCLUDING COMMENT 


Adolescents seem to have an uncanny 
insight that is not usually retained in later 
life. We can learn from them. Their com- 
positions are studded with statements that 
show keen psychological insight based as 
they are on immediate first-hand experience. 
The way in which adolescents express their 
insights is also impressive; it is direct, sin- 
cere, uncompromising and often intensified 
by emotion. 

Consequently it is important that teachers 
and parents listen to what children and 
adolescents say about their study problems. 
From their compositions we can obtain 
more understanding of the effect of poor 
teaching practices and personal worries 
than can be found in most of the books 
and pamphlets on how to study. A few 
students show an understanding of very 
mature study habits, which are seldom 
taught in school. Some indication of de- 
velopmental stages in study habits may be 
obtained from the analysis of responses 
representing successive grade levels. 

Most important is the vivid impression of 
individual differences that one obtains by 
reading the compositions themselves. In 
their study methods youngsters reveal a 
great variety of personality trends and ways 
of coping with life situations. The teacher 
who obtains compositions of this kind from 
his class will have an enlightening experi- 
ence. Parents too can profit by discovering 
how their children perceive study condi- 
tions at home and in school. 
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Development of 


mental deficiency services 


Mental deficiency services in Scotland are 
now highly organized and are mainly the 
responsibility of three statutory bodies—the 
regional hospital boards, the local health 
authorities and the local education authori- 
ties. It has naturally taken time to develop 
this degree of complexity and it may there- 
fore be instructive to trace the various steps 
in the process as manifest in a relatively 
old country. 

The initial step can be dated back to 
1853, when awareness of mental deficiency 
as a community responsibility took a prac- 
tical form. That year, seven years after 
the first private school for defectives had 
been opened in England, the foundation 
stone was laid for the first Scottish mental 
deficiency institution. This was at Baldo- 
van, near Dundee. The Illustrated London 
News of July 30, 1853 had this to say, “We 
are glad to perceive that the sympathy of 
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in Scotland 


the public with the privations of idiotic or 
defective children is extending itself to 
Scotland, where an orphanage or asylum 
for the reception of this hitherto neglected 
class was founded with Masonic honors. 
. .. The project of the erection and sup- 
port of this admirable institution origi- 
nated in the enlightened zeal and benevo- 
lence of Sir John Ogilvy, Bart, of Inver- 
quharity, who, with his lady, has for several 
years taken a lively interest in the progress 
of the efforts now making to train the feeble 
minds, and otherwise to ameliorate the con- 
dition of the fatuous and imbecile. We are 
happy to add that her Majesty and H.R.H. 
Prince Albert have signified their intention 
of bestowing their patronage on this excel- 
lent institution.” 

Accommodation was provided for 30 chil- 
dren. Its nature can be appreciated from 
a contemporary description, “The front of 
the building comprises matron’s apart- 
ments, a large gymnasium, and classrooms 
for each sex. At the back are dining-rooms, 
lavatories and commodious culinary offices. 
The upper floor contains four large and 
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lofty dormitories; also six smaller bedrooms 
for boarders, with baths and every possible 
convenience. On this floor also are bed- 
rooms for the matron and domestics.” 
The first provision for defective children 
owed itself to the benevolence of a private 
individual. This must have been a most 


unusual act in those days, for on the death 
of Sir John his benefaction was recorded in 
an elegy composed by William McGonagall, 
the peasant poet of Dundee: 


“He was a public benefactor in many ways, 

Especially in erecting an asylum for imbecile chil- 
dren to spend their days; 

Then he handed the institution over as free— 

As a free gift and a boon to the people of Dundee.” 


This first institution was run by a board 
of directors. Administrative changes came 
in 1857 with the passing of the Lunacy 
(Scotland) Act. Mental hospitals and insti- 
tutions like Baldovan now became subject 
to a central authority, the General Board of 
Control. They still had their boards of di- 
rectors or district boards of control for gen- 
eral management but the central body had 
the final say because it alone had the au- 
thority to grant licenses enabling institu- 
tions to admit patients. It also had the 
right of inspection. The Act of 1857 dealt 
essentially with the insane but it also in- 
cluded defectives within its scope. 

The following half-century saw a steady 
expansion of the original institution and 
the development of a second and larger 
establishment in another part of the 
country. 

The first specific reference to mental de- 
fectives came in the Scottish Education Acts 
of 1906 and 1908. These acts provided for 
the education of mental defectives in 
special schools and classes. A further step 
forward was taken in 1913 with the passing 
of the Mental Deficiency and Lunacy 
(Scotland) Act. This recognized that the 
problems of mental deficiency transcended 
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any one authority and for the first time out- 
lined the respective scope, within this field, 
of the local education authorities and the 
local health authorities. It laid on the local 
education authorities the duty of ascer- 
taining what children between the ages of 
5 and 16 years were defective, and required 
the local health authorities to ascertain 
those over the age of 16 years. Under the 
act it was also the duty of the local health 
authorities to provide suitable and sufficient 
accommodation for defectives. 

In its mental deficiency provisions the act 
distinguished between (1) defectives who 
could pay for themselves or could be main- 
tained by relatives and (2) those who had 
to be maintained at public expense. As re- 
gards the first group, the act required that 
parents or guardians provide for the educa- 
tion or for the proper care and supervision 
of defectives between the ages of 5 and 16 
years. If the defective was educable the 
duty of education could be met by making 
arrangements with the local education au- 
thority for attendance at a special class or 
school. Otherwise the child could be placed 
under guardianship or in a mental defi- 
ciency institution, on the production of two 
medical certificates and with the consent of 
the General Board of Control. As regards 
the second group, those wholly or partly 
maintained at public expense, it was the 
duty of the local education authority to 
provide for the education or for the proper 
care and supervision of children between 
the ages of 5 and 16 years. The local edu- 
cation authority could either send such 
children to special classes or schools or place 
them in mental deficiency institutions. 

During the next 30 years or so, there oc- 
curred a steady expansion of facilities for 
defectives, both in the provision of special 
school places and of institutional beds. 
There were now five major institutions, in- 
cluding a separate institution for criminal 









defectives, and a number of smaller estab- 
lishments had come into existence under 
private, religious or municipal auspices. 


MODERN MEASURES 


A further major step came with the pass- 
ing of the 1946 Education (Scotland) Act. 
This act, and its amending Act of 1949, are 
the latest education acts relating to mental 
defectives. The 1946 act sets out the duty 
of local education authorities to ascertain 
what children who have attained the age 
of five years (1) require special educatienal 
treatment or (2) are suffering from a dis- 
ability of mind of such a nature or to such 
an extent as to make them incapable of 
receiving education at school or as to make 
it inexpedient that they should be edu- 
cated in association with other children, 
either in their own interests or in those of 
the other children. 

Ascertainment is carried out by the school 
medical officer or one of his assistants. In 
the case of a high-grade defective the defect 
may not be ascertained until the child goes 
to school, or even later when he shows this 
defectiveness by his inability to keep up 
with the rest of the class. In the case of a 
lower-grade defective, whose handicap is 
more apparent, the parents can request an 
examination by the school medical officer 
after the child is two years old. It is the 
duty of the local education authorities to 
make known the availability of this service. 

The special educational treatment under 
the act can be provided in special schools, 
occupation centers and child guidance 
clinics. 

Special schools include special classes, spe- 
cial day schools and special residential 
schools. These cater to children with I.Q.’s 
from 55 to 70. Such children are designated 
educationally subnormal. Day schools pro- 
vide for children resident in the area, but 
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the act also empowers the local education 
authorities to set up hostels to accommo- 
date children from a distance so that they 
may attend day schools. Resident schools 
are necessary to meet the needs of children 
from rural areas as well as those who are 
neglected or living in unsatisfactory condi- 
tions. Occupation centers are for children 
with I.Q.’s from 40 to 55, who are trainable 
rather than educable. Occupation centers 
concentrate on habit-training, speech, move- 
ment and simple manual skills. This type 
of center has the additional advantage of 
sparing the parents during the day from 
the care of children who in many instances 
may be waiting admission to an institution. 
(It should be noted in passing that an in- 
stitution itself may organize its own day 
center in collaboration with the local health 
authority for the care of just this type of 
child.) The remaining service, the child 
guidance service, can provide invaluable 
help in specific educational problems. 

When for any reason the local education 
authority is unable to deal with educable 
or trainable children of the special school 
or occupation center groups, it is its duty 
to pass them over to the local health au- 
thority to be dealt with as mental defec- 
tives. This does not necessarily mean that 
such children are lost to the special school 
system. Cases are not unknown where chil- 
dren previously thought ineducable have 
improved to such an extent under institu- 
tional care and training that they can be 
considered educable. 

For these children, the Education Act of 
1949 allows a review of their cases on re- 
ceipt of a report from the local health au- 
thority or the institutional authority. Fi- 
nally, it is the duty of the local education 
authority to notify the local health au- 
thority of those children who are about to 
leave the special school or occupation cen- 
ter at 16 and who, in the opinion of the 
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local education authority, must be placed in 
an institution or under guardianship in 
accordance with the Mental Deficiency Act. 

In relationship to hospital services the en- 
actment of the National Health Service Act 
of 1947 brought sweeping changes. This 
act transferred hospitals and other institu- 
tions to the Secretary of State for Scotland, 
who in turn delegated their management 
to a number of regional hospital boards. 
The advent of the National Health Service 
saw Scotland divided into five hospital 
areas, each controlled by a regional hospital 
board with subordinate boards of manage- 
ment for different hospitals or groups of 
hospitals. 

A mental deficiency institution is now 
subject to three separate boards. At the 
lowest level is the board of management. 
This consists of permanent officials and 
representatives of various interests and or- 
ganizations who have been appointed by the 
regional hospital board. Its functions are 
essentially concerned with the day-to-day 
running of the institution. Above this is 
the regional hospital board, which is com- 
posed of permanent officials and of mem- 
bers appointed by the Secretary of State. 
This body is not concerned with the rou- 
tine management of the institution but 
rather with the wider aspects of policy. It 
has to do with the planned expansion of the 
institution and its services to the commu- 
nity. The third level, the General Board 
of Control, is now integrated into the De- 
partment of Health. It is composed of 
permanent officials and its function is to 


carry out periodic inspection of institutions, 
to scrutinize the certification procedure, to 
arrange for the regular review of cases and 
to deal with appeals against detention. This 
board is therefore essentially medico-legal 
in nature. 

There are some additional acts concerned 


with the welfare of defectives. These are 
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the Disabled Persons’ Employment Act of 
1944, the National Assistance Act of 1948 
and the Criminal Justice Act of 1949. 

Under the Disabled Persons’ Employ- 
ment Act mental defectives may be classed 
as disabled persons and helped to obtain 
suitable employment. For those unable to 
work the National Assistance Act grants a 
financial allowance to their parents or 
guardians, and this allowance is payable 
whether the defectives are certified or not. 
The Criminal Justice Act further safe- 
guards the interests of defectives when they 
break the law. It provides for their exami- 
nation and the recognition that they are 
defectives, and it empowers the court to 
take appropriate action other than fine or 
imprisonment. 


DELEGATION OF RESPONSIBILITY 


This historical survey brings us to the 
present. It can now be appreciated how 
complex has become the organization deal- 
ing with mental deficiency. In every hos- 
pital region three main authorities are con- 
cerned—the local education authority, the 
local health authority and the regional hos- 
pital board. 

The local education authority ascertains 
who in its area between the ages of 5 and 
16 years are defective. Its duty is to pro- 
vide special classes, special schools and oc- 
cupation centers for those capable of bene- 
fitting from these facilities. In the case of 
educable or trainable children whom it can- 
not look after, its duty is to report them to 
the local health authority. The local 
health authority ascertains as defective those 
not already covered by the local education 
authority. It also provides training and 
occupation for those over the age of 16. 
It places defectives under guardianship, and 
it reports to the regional hospital board all 
those who require institutional care. The 





regional hospital board provides institu- 
tional accommodation, deals with the ex- 
tension of services to the community, and 
encourages teaching and research in mental 
deficiency. 

Additional bodies now concerned with 
the affairs of mental defectives are the Min- 
istry of Labor, the Assistance Board, and 
the law courts. A further part is played by 
the voluntary associations. 

The Ministry of Labor permits the clas- 
sification of defectives as disabled persons 
and thus renders them eligible for sheltered 
employment at special factories for the dis- 
abled. It also makes available the services 
of disablement resettlement officers to find 
suitable employment. For those shown to 
be incapable of work the Assistance Board 
makes a financial allowance to the parents 
or guardians for maintenance. When de- 
fectives transgress the law their interests are 


still covered. The prosecutor is empowered 
to bring medical evidence before the court 


that the accused is a defective. Under the 
Criminal Justice (Scotland) Act the official 
prosecutors are supplied with a list of men- 
tal deficiency psychiatrists to call upon in 
such cases. ‘The court can then order the 
accused to attend a clinic or to be admitted 
to an institution, depending on the cir- 
cumstances of the case and the nature of 
the deficiency. 

The voluntary associations mainly con- 
cerned with mental deficiency are the Scot- 
tish Association for Mental Health, the lo- 
cal voluntary associations and the Scottish 
Association of Parents of Mentally, Handi- 
capped Children. 

The Scottish Association for Mental 
Health represents all branches of mental 
health. Its members are drawn from the 
ranks of private individuals, local education 
authorities, local health authorities, Na- 
tional Health Service, Ministry of Labor, 
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probation departments, social workers and 
others interested individuals. It is con- 
cerned with the broader aspects of mental 
health, and is consulted on such matters by 
public officials. It plays an important part 
in educating the public by providing lec- 
tures and by organizing conferences on a 
national level. The local voluntary associ- 
ations work on a local basis. One of their 
main functions is the after-care of defectives 
who have left special schools at the age of 
16, but they also arrange home visitation 
for other defectives who have remained in 
the community. The Scottish Association 
of Parents of Mentally Handicapped Chil- 
dren is a_recently-formed organization 
which energetically pursues the same aims 
as corresponding bodies elsewhere. 


COURSE OF TREATMENT 


The working of the system can be seen 
in its broad outlines by tracing briefly the 
course of an individual from the time he is 
first reported until he is finally re-estab- 
lished in the community. It may be a boy 
in a special class whose conduct has become 
so detrimental that the ordinary educa- 
tional system can no longer cope with him. 
In this event his headmaster would report 
him to the director of education for the 
city or county. The latter would report 
him to the corresponding medical officer 
of health, as the senior medical official of 
the local health authority. It would then 
be for the medical officer of health to ap- 
proach the regional hospital board. In the 
case of the Scottish eastern hospital region 
this contact is made through mental de- 
ficiency clinics. A close collaboration has 
been built up between the regional hospital 
board and the various local health authori- 
ties in its area. The regional hospital 
board furnishes the services of its mental 
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deficiency consultant and the local health 
authorities make available clinic premises 
and ancillary staff. Practically all the de- 
fectives of the region now pass through the 
clinics. Cases are referred for diagnosis and 
advice by education authorities, welfare de- 
partments, probation departments, employ- 
ment offices, courts of law, general medical 
practitioners and hospital clinics. Each 
case is discussed with officials of the local 
health authority with regard to such mat- 
ters as suitability for employment, type of 
care required, or degree of urgency, if in- 
stitutional care should be decided on. In 
the case under discussion the recommenda- 
tion might be institutional care. Then on 
the occurrence of a suitable vacancy the 
local health authority would be informed, 
certification arranged by them, and the boy 
admitted and absorbed into the scholastic 
and vocational program of the institution. 

The mental deficiency institution has 
changed somewhat in function during the 
last century. Its original purely educative 
function has been taken over by the educa- 
tion authorities. Broadly speaking, it now 
provides what might be termed custodial, 
rehabilitative and _ preventive facilities 
for three different groups of inmates. 
Custodial facilities relate to lower-grade 
cases who will always require nursing or 
other care. The main rehabilitative func- 
tion of the institution is exerted in the case 
of higher-grade patients. These, if under 
the age of 16, are such as cannot be looked 
after within the ordinary educational sys- 
tem. The preventive function arises in the 
case of delinquent defectives who must be 
removed from the community for the safety 
of others. Fortunately the really serious of- 
fenders are not admitted to an ordinary 
mental deficiency institution but are sent 
to a special institution which deals only 
with this type. The ordinary mental de- 
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ficiency institution is no place for criminal 
defectives who are a menace to its inmates, 
placed there for their own care, training 
and protection. 

The change in the nature of its popula- 
tion has not lessened the need for institu- 
tional accommodation. There are at pres- 
ent about 5,000 beds in mental deficiency 
institutions, and an estimated need of fully 
10,000. This compares with just short of 
7,000 special school places, and an esti- 
mated need of 8,000 places. The deficit in 
institutional beds is now being made up by 
an intensive building program. 

By now the patient who was admitted 
earlier may have become stabilized after an 
appropriate period in the institution. He 
may also have developed an aptitude for 
some particular employment such as farm- 
ing. ‘The question of his return to the 
community would then arise. 


CONTINUED SUPERVISION 


Return to the community can be accom- 
plished in a number of ways. A patient 
can be discharged outright and sent directly 
back to his home, but this procedure is not 
commonly adopted. As a rule, some form 
of continued supervision is advisable. This 
may be of the family care or the hostel 
variety. Family care in Scotland is of the 
dispersion type: once placed under family 
care, defectives are the responsibility not of 
the institution but of the central body, the 
General Board of Control, whose inspectors 
carry out periodic visits. For other cases 
hostels supply an intermediary link between 
institution and community life. Hostels 
provide a smoother transition to full com- 
munity life. They permit a more gradual 
assumption of freedom with its responsibili- 
ties, and thus help to reduce the risk of 
breakdown. Conversely, should a_break- 





down occur, less harm is likely to result 
under hostel conditions than in the commu- 
nity at large. 

For those who show aptitude in agricul- 
tural work at the Scottish institutions there 
exists a farm-training colony which com- 
bines the functions of a hostel and a voca- 
tional school. Promising lads are given 


additional training and after a period in 
the hostel are placed in agricultural work 
on generally small farms in the community. 


“IF A MAN CAN EAT HE CAN WORK” 


(Scotch proverb for psychosomatic symptoms) 
She speaks: 


“If a man can eat he can work 
Else every one knows he’s a shirk. 
Eat your porridge and honey 
Then earn me some money 

To pay the grocery clerk.” 


His unconscious mind replies: 


“But I don’t want to work for you— 
Damnation that this is ttue— 

See my appetite failing 

And how I am ailing; 

Be off with the broth that you brew! 
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Even at this stage, provisions for their 
welfare do not cease. Their working condi- 
tions are scrutinized periodically by the 
commissioners and inspectors of the Gen- 
eral Board of Control, and their stability is 
safeguarded by referrai to mental deficiency 
or other clinics should any difficulty arise. 
Finally their continued welfare can be aided 
by projects such as clubs or other centers 
set up by local health authorities or volun- 
tary associations. 


“If a man can eat he can work? 

I can’t; | won’t; I'll shirk. 

And do you persist, 

So must I resist, 

I could kill you—but can’t—with my dirk. 


“These are only the thoughts in my head, 
Dear wife, wheu we go to bed, 

Not words that I speak 

For I am too weak 

With hate and the hunger I dread. 


“Bring me porridge for I have to eat— 
This craving to be replete! 

But I won't keep it down.... 

Go on, tell the town 

That you married a shirk and a cheat!” 


—Hazel Kuno 
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Cohort studies of mental disease 


in New York State: 1943-49 


PART III. ALCOHOLIC PSYCHOSES 


During the five fiscal years which began 
April 1, 1943 and ended March 31, 1948 
there were 3,511 first admissions with alco- 
holic psychoses to the New York civil state 
hospitals. Of this total, 182 were subse- 
quently admitted, either by transfer or re- 
admission, to mental hospitals which are 
not part of the New York state hospital 
system. The remaining 3,329 spent their 
entire period of hospital residence within 
this system, and therefore furnish the sub- 
ject matter of the following study. 

As shown in Table I, the 3,329 first 
admissions belonged to five annual cohorts. 
The first cohort, admitted during the fiscal 
year which ended March 31, 1944, totaled 
515. The number of first admissions in- 
creased in each of the succeeding cohorts. 
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The fifth cohort, admitted during the fiscal 
year ended March 31, 1948, included 947 
first admissions. The total number of first 
admissions with alcoholic psychoses in the 
fiscal year 1943-44 was the smallest since 
1930 and was the low point of a trend 
which began in 1941. After World War 
II, the number of such first admissions rose 
rapidly. The number admitted during the 
fiscal year 1947-48 was not only the largest 
recorded up to that date, but the rate per 
100,000 general population was with one 
exception the highest ever recorded. <A 
similar decrease was noted during the first 
World War, followed by a rising trend, 
and suggests speculation as to the pos- 
sible relation of the rate of alcoholic psy- 
choses to social changes occurring during 
a war. 

The age distribution of the 3,329 first 
admissions in the total cohorts is shown in 
Table II. There was a concentration be- 
tween ages 35 and 59, 70% being included 
within these limits. There was a marked 
sex difference, however, with females in 
relative excess at all ages under 45, and 





TABLE I 
First admissions with alcoholic psychoses to New York civil state hospitals, 
fiscal years 1943-44 to 1947-48 inclusive 
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FISCAL YEAR MALES 


FEMALES 





1943-44 393 
1944-45 387 
1945-46 514 
1946-47 506 
1947-48 697 


Total 2,497 


122 


140 


947 


——————_ 


832 3,329 





males concentrated more heavily at the 
older ages. The median age at first admis- 
sion was 49.2 and 44.4 years for males and 
females respectively. 

The members of each cohort were fol- 
lowed for equal periods of time after the 


TABLE II 


date of first admission. As explained in 
Part I of these investigations, each of the 
members of the cohort of 1943-44 had a 
hospital follow-up of five years. The period 
of observation for successive cohorts was re- 
duced by a year in each case, so that the 


First admissions with alcoholic psychoses to New York civil state hospitals, 
fiscal years 1943-44 to 1947-48 inclusive, classified according to age 





NUMBER 


PERCENT 








AGE (years) Males Females 


Males Females 





Under 25 46 
25-29 91 
30-34 

35-39 267 
40-44 374 
45-49 369 
50-54 

55-59 

60-64 

65-69 

70 or over 


Unascertained 


Total 


1.8 LS 
3.6 7.0 
6.2 10.2 
10.7 15.0 
15.0 18.1 
14.8 13.8 
16.8 13.0 
14.7 10.3 
9.0 5.0 
4.9 p 
2.2 2.9 
0.2 - 


100.0 








members of the final cohort (1947-48) were 
followed for only a year after the dates of 
admission. In obtaining percentages and 
rates of discharge and mortality, it was 
therefore necessary to allow for these vary- 
ing periods of exposure. Since all five 
cohorts were under observation during the 
first year after admission, all were included 
in computations for that period. However, 
only four cohorts remained under observa- 
tion during the second year and the rates 
for that period had to be averaged accord- 
ingly. This procedure was followed to the 
end of the fifth year after admission. As 
only one cohort (that of 1943-44) was under 
observation during that period, the corre- 
sponding rates were derived entirely from 
the experience of this cohort. 


Of the male cohorts with alcoholic psy- 
choses, 65.6% were discharged within five 


years after admission, contrasting with an 
average percentage of only 42.0 for all male 


first admissions. Discharges occurred most 
rapidly during the first three months, dur- 
ing which 21.5% of the cohort was dis- 
charged. The percentages dropped rapidly 
during the remainder of the first year, the 
total for that year amounting to 27.2%. 
During the second year the discharges repre- 
sented 30.4% of the total admissions. Dis- 
charges dropped to a low level after the 
second year. Of the patients discharged 
during the second year, at least 90% were 
placed in convalescent care during the pre- 
vious year. Therefore it may be estimated 
that approximately 50% of the male first 
admissions with alcoholic psychoses left the 
hospitals during the first year after admis- 
sion, either by direct discharge or by place- 
ment in convalescent care. 

Of the female first admissions with alco- 
holic psychoses, 70% were discharged within 
five years after admission, exceeding the 
corresponding percentage of 43.5 for all 
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female first admissions. There were signifi- 
cant differences, however, in the distribu- 
tion of the discharges as between males and 
females. Whereas 21.5% of the males were 
discharged within three months after admis- 
sion, only 13.1% of the females were dis- 
charged during that period. Twenty-seven 
percent of the males were discharged during 
the first year compared with only 18% of 
the females. However, 43% of the females 
were discharged during the second year, 
compared with 30% of the males. The 
earlier discharge of males is due in part 
to the fact that types of alcoholism subject 
to quick recoveries occur relatively more 
frequently among males. From 80 to 90% 
of the females discharged during the second 
year after hospitalization were placed in 
convalescent care during the first year. 
Therefore from 50 to 55% of the female 
first admissions with alcoholic psychoses left 
the hospitals during the first year, either by 
direct discharge or by placement in con- 
valescent care. 

A cohort of first admissions with alcoholic 
psychoses to the New York civil state hos- 
pitals during 1909-10 was submitted to a 
hospital follow-up study(l). The results 
for the first two or three years are not 
directly comparable with those for the cur- 
rent cohorts because of differences in record- 
ing time in convalescent care and also be- 
cause the present study is limited to the 
first continuous residence. For these rea- 
sons, comparisons cannot be made with re- 
spect to discharges during the first year. 
By the end of the second year 57.6% of 
the current male cohort had been dis- 
charged. Adjustment for the methods of 
recording would reduce this to 45%. The 
corresponding percentage for the early 
cohort was 60. By the end of the fifth 
year of hospitalization differences in re- 
cording had become of minor importance, 
and at that point the percentage of dis- 





charge was the same for both male cohorts, 
namely, 65. 

In the case of the females, however, 
there were significant differences (2). By 
the end of the second year of hospitaliza- 
tion 61.1% of the current female cohorts 
had been discharged, compared with 43.2% 
of the early cohort. Even after necessary ad- 
justments the percentage for the former was 
still in excess. By the end of the fifth year 
the percentages were 70.0 and 51.5 respec- 
tively. There have been important changes 
in recent years in social attitudes with re- 
spect to amounts and kinds of drinking, 
which is now more general. It may be, 
therefore, that forty years ago female first 
admissions with alcoholic psychoses repre- 
sented a poorer selection and were less re- 
sponsive to treatment. 


TABLE Ill 
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Table III shows the rates of discharge per 
1,000 annual exposures during successive 
periods of hospitalization following admis- 
sion. The highest discharge rate among 
males, 889.2, occurred during the first three 
months of hospitalization. The rate de- 
creased during the remainder of the first 
year, falling to 61.9 during the final quarter. 
The average rate for the first year was 
281.7. The rate increased to 471.8 during 
the second year, primarily through the ex- 
piration of periods of convalescent care. 
After the second year the rate decreased 
steadily to 39.2 during the fifth year. 
Females had lower rates of discharge than 
males during the first year of hospitaliza- 
tion. They began with a rate of 545.3 dur- 
ing the first three months after admission; 
the rate declined to 50.8 during the final 


First admissions with alcoholic psychoses to New York civil state hospitals 
discharged during specified periods after admission, 
classified according to percentage and rate 





MALES 


FEMALES 
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First three months 21.5 
Second three months : 24.8 
Third three months 26.2 
Fourth three months é :2 
First year 27.2 
Second year : 57.6 
Third year - 63.0 
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Fifth year ‘ 65.6 
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* On an annual basis. 





quarter of the year. The average rate for 
females for the first year was 189.4, com- 
pared with 281.7 for males. During the 
second year, however, the discharge rate for 
females increased to 589.3, compared with 


TABLE IV 
Rates of discharge * among first admissions with alcoholic psychoses 
to New York civil state hospitals during specified periods after admission, 


classified according to age at first admission 


471.8 for males. The rate for females de- 
creased after the second year to a minimum 
of 62.5, but in each of the later periods of 
hospitalization their rates exceeded corre- 
sponding rates for males. 
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Under 25 
25-29 
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40-44 616.¢ 

4549 293 .¢ 
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375.0 
396.6 
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181.1 
195.3 
145.4 
147.1 
109.1 

76.9 
186.0 

48.8 
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Comparison with rates of discharge 
among the cohort of 1909-10 (3) shows that 
in general the rates for the current male 
cohorts were lower, but that the rates for 
the current female cohorts were higher. 
During the first two years, for example, 
the adjusted rate for the current male cohort 
was 485 per 1,000 exposures, compared with 
621 for the early cohort. Among the female 
cohorts, the corresponding rates were 516 
and 474. 


Table IV shows that as in other groups of 
mental disorders, rates of discharge per 
1,000 annual exposures varied inversely 
with increasing age at first admission. Dur- 
ing the first three months male first admis- 
sions under 45 years of age were discharged 
at rates which, if continued through the 
entire first year, would have resulted in the 
discharge of the entire cohort. After age 
45 the rates declined to a minimum of 381 
at ages 70 or over. During the first year 
the rate of discharge declined among males 
from 521 per 1,000 among those under 25 
years of age to less than 200 among those 
aged 60 or over. During the second year 
of hospitalization the rates of discharge de- 
clined from over 700 among the younger 
first admissions to 2_0 at ages 65 to 69, and 
fell still further to 72.7 among those aged 
70 or over. 

Among females the rate of discharge de- 
creased during the first year of hospitaliza- 
tion from almost 400 per 1,000 exposures 
among the younger first admissions to 
minima at the older ages, the rates being 
less than the corresponding rates for males. 
During the second year of hospitalization 
this was reversed and females had higher 
rates than males. In general, however, the 
rates declined during this period from 
highest rates among the younger first ad- 
missions to low rates at the older ages. 
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We come next to the question of the condi- 
tion of the patients at time of discharge, as 
shown in Table V. For this purpose, we 
used the end of the second year after admis- 
sion as the cut-off point, since this period 
included almost 90% of all the discharges 
during the five years of exposure. We also 
eliminated the cohort of 1947-48 because 
this group was exposed to observation for 
only one year. Of the remaining 2,382 first 
admissions with alcoholic psychoses, 957, or 
40.2%, were discharged within two years as 
recovered. Those described as much im- 
proved or improved were 11.3 and 6.2% 
respectively. Therefore 57.7% of the co- 
horts were discharged with some degree of 
improvement. 

There was little difference between the 
sexes. Of the males 50.7% were discharged 
as recovered or much improved, compared 
with 53.4% of the females. 

Of the cohort of first admissions 
with alcoholic psychoses admitted during 
1909-10 (4), 37.1% were discharged within 
two years as recovered, compared with 
40.2% of the later cohorts. ‘Those with 
some degree of improvement, including re- 
covery, represented 49.4% of the earlier co- 
hort and 57.7% of the current cokorts. The 
difference occurred primarily among fe- 
males. Of the current cohort 59.4% were 
discharged within two years with some de- 
gree of improvement, compared with only 
42.1% of the early cohort. Among males, 
the corresponding percentages were 56.9 and 
56.8 respectively. 


MORTALITY 


Compared with average rates of mortality 
for all first admissions, the rates for first 
admissions with alcoholic psychoses were 
relatively low, as shown in Table VI. Of 
the males an average of only 11.1% died 
within five years after admission. Most of 
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TABLE V 
Discharges among first admissions with alcoholic psychoses 

to New York civil state hospitals, fiscal years 1943-44 to 1946-47 inclusive, 
within two years after admission, classified according to condition at discharge 





CONDITION 
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DISCHARGE 


MALES 


FEMALES 


TOTAL 





Number charges missions Number charges missions 
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of first 
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of total 
dis- 


Percent 


of first 


ad- 
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Total discharges 


Total first admissions 


728 
86 


69.7 
17.8 
10.7 

1.8 


100.0 


40.4 
10.3 
6.2 
1.1 


58.1 


229 64.0 
82 22.9 
35 9.8 
12 3.4 
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39.3 
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61.5 
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10.4 
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TABLE VI 


First admissions with alcoholic psychoses to New York civil state hospitals 
dying during specified periods after admission, 


classified according to percentage and rate 
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MALES 
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Cumula- 
tive 


percent 


Rate per 
1,000 


exposures * 


Cumula- 
tive 
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exposures * 





First three months 
Second three months 
Third three months 
Fourth three months 
First year 

Second year 

Third year 

Fourth year 


Fifth year 


3.7 
4.9 
5.8 
6.6 
6.6 
8.1 
9.8 
10.8 
11.1 


183.5 
69.0 
53.4 
45.4 
77.0 
30.0 
55.7 
45.7 
13.2 


4.5 
5.9 
6.5 
ee | 
asi 
8.6 
9.8 
9.7 
9.7 


200.9 
72.4 
$1.2 
31.9 
78.0 
29.8 
29.1 
22.4 





* On an annual basis. 
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the deaths occurred during the first year of 
hospitalization, when 6.6% of the first ad- 
missions died. The first three months ac- 
counted for a third of the mortality during 
the entire period of five years. Mortality 
was low after this interval. 

Of the female cohorts an average of 9.7% 
died within five years after admission. 
Almost half the deaths occurred within 
three months after the cohorts were hos- 
pitalized. The deaths during this interval 
averaged 4.5% of the total admissions. 
Mortality was low thereafter. The mor- 
tality increased during the entire first year 
to 7.1% of the total admissions. 

Compared with the experience of four 
decades ago, there was been little relative 
change in mortality among male first admis- 
sions with alcoholic psychoses, though the 
small differences favored :the cohorts of 
1944-48 (5). Thus during the crucial 


period of the first three months after admis- 
sion 4.8% of the male cohorts had died 
during 1909-10, compared with 3.7% of the 


current groups. During the first year the 
corresponding percentages were 7.0 and 6.6 
respectively. During the entire period of 
five years the corresponding percentages 
were 12.5 and 11.1 respectively. 

Females, however, presented a very dif- 
ferent picture. Thus 12.7% of the female 
cohort of 1909-10 died within the first three 
months after admission, compared with 
only 4.5% of the current cohort. By the 
end of the first year the percentages had 
grown to 16.7 and 7.1 respectively. At the 
end of five years only 9.7% of the current 
female cohorts had died, compared with 
22.2%, of the earlier cohort (5). 

Comparisons based upon rates of mor- 
tality lead to the same conclusions. Thus 
the current male cohorts had a mortality 
rate of 77.0 per 1,000 exposures during the 
first year, compared with 94.9 for the early 
male cohort (6). Within the first two years 
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the rates were 121.3 and 121.0 respectively. 
Among females, however, the differences 
were marked. Thus the rates for the first 
year were 78.0 and 199.2 for the recent 
and early cohorts respectively. ‘The rates 
for the first two years were 136.4 and 227.4 
respectively. 

Despite the fact that first admissions with 
alcoholic psychoses were older than similar 
admissions of four decades earlier, the death 
rates of the current and earlier male cohorts 
did not differ significantly. In the case of 
the females the mortality was significantly 
lower for the recent first admissions. It is 
possible, as stated before, that because of 
changing social attitudes towards the use 
of alcohol females with alcoholic psychoses 
were formerly a poorer physical selection, 
so that one would look for lower discharge 
rates and higher mortality among them. It 
is also possible, however, that current im- 
provements may be related to advances in 
nutritional therapies. 


Mortality increased in accordance with in- 
creasing age at first admission. Table VII 
shows the rate of mortality per 1,000 annual 
exposures, classified according to age at ad- 
mission and the period of hospitalization. 
During the crucial period of the first three 
months the rate grew among males from a 
minimum of 65.3 among those aged 25 to 29 
to a maximum of 310.0 among those aged 
70 or over. The average rates of mortality 
during the first year of hospitalization 
showed a similar trend, the rates rising from 
42.3 among those aged 25 to 29 to 141.0 
among those aged 65 to 69 and to 173.1 
among those aged 70 or over. As shown 
previously, the rate of mortality declines 
after the first year of hospitalization, but 
because of the relatively small totals the 
rates fluctuate erratically as to age. 
Mortality among females followed the 
same trend as that for males. Where the 
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numbers involved provided stable rates, as 
during the first year of hospitalization, the 
rates increased with advancing age of the 
cohorts. 


TABLE VII 


Three months after admission 74.8% of the 
male cohorts were still continuously on the 
books of the New York civil state hospitals, 
as shown in Table VIII. The reduction 


Rates of mortality * among first admissions with alcoholic psychoses 
to New York civil state hospitals during specified periods after admission, 


classified according to age at first admission 
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of a fourth was due primarily to the high 
rate of discharge during this period. The 
cohort decreased at a slower rate during the 
remainder of the year, and at the end of 


TABLE VIII 
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12.3% of the females were still on the books, 
compared with 18.6% of the males. 

Because of the lower rate of decrement 
for females during the first year, the median 


Percent of first admissions with alcoholic psychoses 
to New York civil state hospitals, remaining in continuous 


residence at the end of specified periods after admission 
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that period two-thirds of the males were 
still continuously on the books. The rate 
of discharge increased by 70% during the 
second year, and as a result only a third 
of the male cohort remained on the books 
at the end of that period. At the end of 
the fifth year 18.6% of the male cohort were 
still on the books. 

The female cohort decreased less rapidly 
than the male during the first year of hos- 
pitalization. Whereas males decreased by 
a fourth during the first three months, 
females decreased by less than a fifth. At 
the end of the first year males had decreased 
by a third, but females had decreased by 
only a fourth. During the second year, 
however, the discharge rate of females in- 
creased so rapidly that only 29.0% of the 
female cohort remained on the books at the 
end of that period, compared with 33.3% 
of the males. At the end of the fifth year 


22.2 


duration of their residence was months, 
compared with 17.9 months for the males. 

Of the male cohort of 1909-10, 19.2% 
were still on the books after five years. This 
included a small number of readmissions. 
On a similar basis, 21.6% of the recent 
cohort were still on the books at the end 
of five years. For females the corresponding 
percentages were 23.7 and 19.7 respectively. 


SUMMARY 


The preceding study of discharges and 
mortality may now be summarized. The 
analysis was based upon five successive 
annual cohorts of first admissions with alco- 
holic psychoses to the New York civil state 
hospitals. The first cohort was admitted 
during the fiscal year ended March 31, 
1944. Each member of the cohort was fol- 
lowed for exactly five years from the date 
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of admission. The fifth cohort was admitted 
during the fiscal year ended March 31, 1948. 
As the closing date for periods of hospital 
exposure was March 31, 1949 the members 
of this cohort could be observed for a uni- 
form period of only one year. Rates of 
discharge and mortality based upon these 
cohorts are therefore averages derived from 
those cohorts which were under observation 
during specified periods. 

The five cohorts included a total of 3,329 
first admissions, of whom 2,497 were males, 
832 females. Of the males 65.6% were dis- 
charged from the books within five years 
after admission. More than half were dis- 
charged during the first two years. Of the 
female cohorts 70.0% were discharged from 
the books within five years. Unlike the 
males, among whom the percentages of dis- 
charge were about equal during the first 
and second years, females showed a pre- 
dominant rate during the second year after 
admission. 

During the first three months of hos- 
pitalization males were discharged at the 
annual rate of 889.2 per 1,000. The rate 
dropped rapidly during the remainder of 
the year, averaged 281.7 for the first year, 
but increased during the second year to 
471.8. The rate of discharge decreased to 
a minimum of 39.2 during the fifth year. 
The female cohorts had lower rates of dis- 
charge than males during the first year, be- 
ginning with 545.3 during the first three 
months and averaging 189.4 for the first 
year. The rate rose, however, to 589.3 dur- 
ing the second year, and then decreased to 
a minimum of 62.5 during the fifth year. 
The latter may be compared with the corre- 
sponding rate of 39.2 for males. 

Compared with a corresponding cohort of 
males admitted during 1909-10 there was 
no significant difference. At the end of the 
fifth year the percentages discharged were 
65.6 and 65.8 for the current and earlier 
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cohorts respectively. Among females, on 
the contrary, the results were more favorable 
for the current cohorts. By the end of the 
fifth year the corresponding percentages 
were 70.0 and 51.5 respectively. 

Among the current group of cohorts, 
57.6% were discharged with some degree 
of improvement within two years after ad- 
mission, compared with 49.4% of a cohort 
dating back to 1909-10. However, this im- 
provement can be attributed only to fe- 
males. Of the current cohort 59.4% were 
discharged within two years as recovered or 
improved, compared with only 42.0% of 
the earlier female cohort. 


Mortality was relatively low. Only 11.1% 
of the male cohorts died within five years 
after admission. More than half the mor- 
tality occurred during the first year. The 
heaviest mortality occurred during the first 
three months, with a corresponding annual 
rate of 183.5 per 1,000 exposures. The rate 
declined during subsequent periods. 

Of the female cohorts 9.7% died within 
five years after admission. Almost three- 
fourths of the deaths occurred during the 
first year. The rates per 1,000 annual ex- 
posures dropped from a maximum of 200.9 
during the first three months to 22.4 during 
the fourth year. There were no deaths dur- 
ing the fifth year. 

The male cohorts did not differ signifi- 
cantly in mortality when current experience 
is compared with that of four decades 
earlier. Females, however, showed very sig- 
nificant differences. Thus only 9.7% of the 
current female cohorts died within five years 
after hospitalization, compared with 22.2% 
of the earlier cohort. Part of the decrease 
in mortality must be attributed to newer 
methods of therapy. There is reason to be- 
lieve in addition that the earlier female 
cohort included relatively poorer physical 
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Since rates of discharge and mortality 
did not differ greatly among the current 
and early male cohorts, the percentages re- 
maining on the books (including readmis- 
sions) did not differ significantly after five 
years. They were 21.6 and 19.2 for the 
current and earlier cohorts respectively. For 
females, however, the difference was notice- 
able. Of the current female cohorts only 


19.7% were on the books after five years, 
compared with 23.7% of the earlier cohort. 


PART IV. PSYCHOSES WITH 
CEREBRAL ARTERIOSCLEROSIS 


In 1920 there were 6,573 first admissions 
to the New York civil state hospitals, repre- 
senting a rate of 63.3 per 100,000 general 
population. Since then there has been a 
great increase in first admissions. In 1950, 
for example, there were 16,012 first admis- 
sions, or 107.1 per 100,000 population. This 
increase was due principally to a steady 
growth in the relative number of first ad- 
missions of advanced age—for example, at 
age 60 or over. In 1920 first admissions 
aged 60 or over represented 19.6% of all 
first admissions. In 1950 they represented 
39.8%. The rate of first admissions at age 
60 or over increased from 160.0 per 100,000 
population in 1920 to 326.5 in 1950. 
This increase of the aged was associated 
in large part with a growth of first admis- 
sions with psychoses with cerebral arterio- 
sclerosis. In 1920 there were only 513 such 
first admissions to the New York civil state 
hospitals. This was 7.8% of the total first 
admissions, a rate of 4.9 per 100,000 popula- 
tion. In 1950, however, there were 3,379 
such first admissions, 21.1% of the total and 
a rate of 22.9 per 100,000 population. Psy- 
choses with cerebral arteriosclerosis now 
constitute the second largest group of first 
admissions, second only to dementia prae- 
cox. Rates of discharge and mortality in 
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such a group must therefore determine in 
large part what happens, on the average, to 
the populations of mental hospitals. 

This study is devoted to an analysis of 
discharges and mortality among five cohorts 
of first admissions with psychoses with cere- 
bral arteriosclerosis to the New York civil 
state hospitals. The first cohort was ad- 
mitted during the fiscal year 1943-44 and 
each member of the cohort was followed 
with respect to hospitalization for five years 
from the date of admission. The second 
cohort was admitted during the fiscal year 
1944-45. The closing date for the period of 
hospital exposure was the same for each 
cohort. ‘Therefore each member of the 
second cohort was followed for a period of 
only four years. Similarly, the last cohort, 
that of 1947-48, was followed for only a 
year. The five cohorts totaled 14,370 first 
admissions, as shown in Table IX. 

The age distribution of these cohorts is 
shown in Table X. They increased from 
less than 200 among those under age 50 to 
2,963 among those aged 70 to 74 and de- 
creased to 1,883 among those aged 80 or 
over. Of more significance is the fact that 
as age at first admission increases first 
admissions with psychoses with cerebral 
arteriosclerosis constitute an increasing per- 
centage of all first admissions. At ages 50 
to 54, for example, first admissions with 
psychoses with cerebral arteriosclerosis rep- 
resented 8% of the total first admissions 
at this age. This increased steadily to 60% 
at ages 65 to 69. The percentage dropped 
to 40 beyond age 70 because of the great 
growth of the senile psychoses among those 
of very advanced age. Since age has an 
important relation to rates of discharge 
and mortality, the upward trend in the 
percentage of such admissions is of great 
significance. 

Table XI shows the average percentages 
of the total cohorts of first admissions with 
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TABLE IX 
First admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive 





FISCAL YEAR MALES 


FEMALES TOTAL 





1943-1944 1,540 
1944-1945 1,410 
1945-1946 1,380 
1946-1947 1,372 
1947-1948 1,569 


Total 7,271 


1,550 3,090 
1,392 2,802 
1,389 2,769 
1,389 2,761 
1,379 2,948 


7,099 14,370 





psychoses with cerebral arteriosclerosis who 
were discharged within successive periods 
after admission. Each of the cohorts was 
followed through the first year of hospital- 
ization and therefore entered into the his- 
tory of discharges during that period. Only 


TABLE X 


four cohorts were followed, however, for 
four years, the cohort of 1947-48 having 
been admitted only a year prior to the clos- 
ing date of observation. Therefore the rates 
for the second year after admission were 
based upon the experience of the four co- 


First admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals, 


fiscal years 1943-44 to 1947-48 inclusive, classified according to age 





NUMBER 


PERCENT 








AGE (years) Males Females 


Total Males Females 





Under 50 62 126 
50-54 240 303 
55-59 640 593 
60-64 1,229 1,100 
65-69 1,519 1,405 
70-74 1,507 1,456 
75-79 1,129 1,130 
80 or over 920 963 
Unascertained 25 93 


Total 


188 0.9 1.8 
543 Ee 4.3 
1,233 8.8 8.4 
2,329 16.9 15.4 
2,924 20.9 19.8 
2,963 20.7 20.5 
2,259 15.5 15.9 
1,883 by 4 13.6 
48 0.3 0.3 


14,370 
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horts who were exposed during that period. 
Finally, only the cohort of 1943-44 was fol- 
lowed for five years. Therefore the percent 
and rate of discharge during the fifth year 
were derived from the experience of this 
cohort. 

Of the members of the male cohorts with 
psychoses with cerebral arteriosclerosis an 
average of only 15.6% were discharged 
within five years after admission, compared 
with 42% of all first admissions. A little 
more than a fourth of the discharges took 
place during the first year, the majority of 
the discharges within this period having 
occurred during the first three months after 
admission. The largest number of dis- 
charges occurred during the second year, 
representing 8.8% of the male first admis- 
sions. Thus, almost 90% of all discharges 
among male first admissions with psychoses 
with cerebral arteriosclerosis occurred 
within two years after hospitalization. At 
least 70% of those discharged after the first 


year were placed in convalescent care dur- . 


ing the first year after admission. It may be 
assumed, therefore, that from 10 to 12% 
left the hospitals during the first year, either 
by direct discharge or by placement in con- 
valescent care. This is about a third of the 
corresponding percentage for all first admis- 
sions. 

Of the female first admissions 2.8% were 
discharged within three months after ad- 
mission. Discharges dropped rapidly dur- 
ing the remainder of the first year so that 
the percentage grew to only 4.2 for the en- 
tire first year. ‘This was less than the cor- 
responding percentage for males. During 
the second year, however, discharges in- 
creased more rapidly among females, 11.2% 
of the female cohorts being discharged dur- 
ing this period, compared with 8.8% of the 
males. Discharges were few after the second 
year. By the end of the fifth year they 
amounted to 17.2% of the female admis- 
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sions, compared with 15.6% of the males. 
The former may be compared with a cor- 
responding percentage of 43.5 for all female 
first admissions. As with males, about 70% 
discharged from the books after the first 
year were placed in convalescent care during 
the first year. Therefore approximately 
13% of the female cohorts left the hospitals 
within a year after admission, a slightly 
higher percentage than the corresponding 
estimated percentage for males. 

A similar study was made of a cohort of 
male first admissions with psychoses with 
cerebral arteriosclerosis admitted to the 
New York civ.. state hospitals during 1909- 
10 (1). By the end of the first year after ad- 
mission 13.5% of this cohort had been dis- 
charged, compared with only 4.7% of the 
current cohorts. The contrast arose pri- 
marily from different interpretations of the 
use of time in convalescent care. By the 
end of the second year, however, the cumu- 
lative totals of discharge were largely equiv- 
alent and represented practically all dis- 
charges, whether directly from the hospitals 
or from convalescent care. We then find 
that 15.2% of the early male cohort was 
discharged within two years after admission, 
compared with 13.5% of the current co- 
horts. At the end of the fifth year the per- 
centages discharged from the books were 
15.6 and 17.5 for the current and early male 
cohorts respectively. Though the differ- 
ences may not be significant statistically, 
they imply that present rates of discharge 
among male first admissions with psychoses 
with cerebral arteriosclerosis show no im- 
provement over those of an earlier genera- 
tion. 

The results were more favorable for the 
current female cohorts. Of this group 
15.4% were discharged within two years 
after admission, compared with 11.5% of a 
cohort of females admitted during 1909- 
10 (2). By the end of the fifth year the dis- 
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parity had increased to 17.2% for the cur- 
rent and 12.3% for the early cohorts. 

The preceding percentages are not equiv- 
alent to rates or probabilities of discharge. 
The latter are obtained by relating the dis- 
charges within each period not to the total 
first admissions but to those subject to the 
chance of discharge during such period. 
On this basis (see Table XI) the male co- 


TABLE XI 


a minimum of 5.4 per 1,000 exposures dur- 
ing the fifth year. 

Females had a lower average discharge 
rate than males during the first year. They 
began with a rate of 152.0 per 1,000 annual 
exposures during the first three months 
after admission, but decreased to an average 
rate of 56.1 for the entire first year. The 
rate rose to 268.0 during the second year, 


First admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals 


discharged during specified periods after admission, 
classified according to percentage and rate 
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4 4.2 43.6 
4.2 56.1 
15.4 268.0 
16.7 57.0 
LW ae | 25.7 
17:2 9.2 
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* On an annual basis. 


horts had a discharge rate of 184.1 per 1,000 
annual exposures during the first three 
months after admission. The rate decreased 
rapidly during the remainder of the first 
year and averaged 62.9 for that period. The 
rate rose to 231.4 during the second year in 
consequence of the expiration of convales- 
cent care. There were few discharges after 
the second year and the rate culminated in 
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compared to 231.4 for males. It then de- 
creased, reaching a minimum of 9.2 during 
the fifth year. 

Comparison may be made with the co- 
horts of 1909-10 (3). Comparability may be 
obtained by considering the rates of dis- 
charge during the first two years following 
hospitalization. Among males such dis- 
charge rates were 198.4 per 1,000 for the 





current cohort, but 212.1 for the early co- 
hort. On the other hand, the current fe- 
male cohorts had a discharge rate of 634.9, 
compared with 565.9 for the early cohort. 
It was shown that discharges, relatively 
high during the first three months after ad- 
mission, decreased during the remainder of 
the first year, then rose to a maximum dur- 
ing the second year. Table XII shows that 


TABLE XII 


Cohort Studies 


MALZBERG 


the rate of discharge is correlated inversely 
with the age of first admission, so that 
within each period of hospitalization the 
rate of discharge declines with advancing 
age. Among males the rate of discharge 
during the first three months was highest 
for those aged less than 50 years at time of 
admission (491.1 per 1,000 annual expo- 
sures). With advancing age at admission 


Rates of discharge * among first admissions with psychoses 


with cerebral arteriosclerosis to New York civil state hospitals 


during specified periods after admission, 


classified according to age at first admission 
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the rates fluctuated somewhat, but in gen- 
eral the trend was downward and the rates 
reached minima beyond 75 years of age. 
The trend was more regular during the 
first year after admission, and the rates 
decreased steadily to minima at the older 
ages. The same trend occurred among 
those discharged during later periods of 
hospitalization. 

During the first three months the rate of 
discharge increased among females between 
the ages of 55 and 74. This may have 
been fortuitous, however, and if one con- 
siders the larger groups of discharges dur- 
ing the entire first year the rates of dis- 
charge repeated the inverse relation with 
respect to age at first admission and de- 
clined to a minimum among the older 


groups. This is seen even more clearly 


among those discharged during the second 
year after admission, the rates of discharge 


declining from a maximum of 390.2 among 


TABLE XIII 


those aged less than 50 to minima of 147.5 
among those aged 75 to 79 and 184.3 
among those aged 80 or over. 

The condition of the patients at the time 
of discharge is given in Table XIII. It 
was shown that 90% of the discharges oc- 
curred during the first two years after ad- 
mission to the hospitals. This is therefore 
the crucial period. Of 11,422 first admis- 
sions with psychoses with cerebral arterio- 
sclerosis (representing the first four cohorts) 
3.3% were discharged as recovered within 
two years after admission, 5.4% as much 
improved and 4.7% as improved. A total 
of 13.4% were therefore discharged with 
some degree of improvement. Total per- 
centages of improvement were 14.2 and 
12.4 for females and males respectively. 

These may be compared with correspond- 
ing statistics for the cohort of first admis- 
sions during 1909-10 (8). There was little 
difference among males, all degrees of im- 


Discharges among first admissions with psychoses with cerebral arteriosclerosis 
to New York civil state hospitals, fiscal years 1943-44 to 1946-47 inclusive, 
within two years after admission, classified according to condition at discharge 
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provement averaging 12.4% for the current 
male cohort, compared with 11.9% for the 
early cohort. In the case of the females, 
corresponding percentages were 14.2 and 
9.5 respectively. Thus, though the early 
cohort of males had a slightly higher dis- 
charge rate than the current males, the 
latter showed a slightly higher percentage 
of improvement. The differences cannot 
be considered significant. In the case of 
females, however, the current cohorts 
showed more favorable results with respect 
both to rates of discharge and percentage 
of improvement. It is probable that fe- 
male first admissions of advanced age are 
better able to respond to treatment than 
males of corresponding age, because of con- 
stitutional differences favoring the former. 


MORTALITY 


Of the male cohorts representing all first 
admissions during the fiscal years 1943-44 
to 1947-48 inclusive, 39.0% died within five 
years after admission to the hospitals. As 
might have been anticipated, mortality was 
much higher among the male cohorts with 
psychoses with cerebral arteriosclerosis. Of 
the latter cohorts 72.1% died within five 
years. The mortality was heaviest during 
the first three months, 34.0% of the first 
admissions dying within this interval. Mor- 
tality declined after this period, and totaled 
51.7% of the total admissions for the first 
year of hospitalization. Only 20% of the 
first admissions died during the succeeding 
four years. 

Mortality was almost as heavy among 
females with psychoses with cerebral arteri- 
osclerosis, 70% dying within five years after 
admission, compared with 36.0% of all first 
admissions. ‘The majority of the deaths 
occurred during the first year after admis- 
sion, almost two-thirds of these during the 
first three months. 


Cohort Studies 


MALZBERG 


The relatively small percentages of deaths 
after the first three months create the illu- 
sion that death rates were correspondingly 
low. However, when the deaths during 
each period are related to the correspond- 
ing populations at risk, we find that the 
probability of death was highest during the 
first three months after admission but that 
it remained relatively high throughout the 
five years. Among males the rate was unity 
during the first three months, meaning that 
the entire cohort would have died in less 
than a year after hospitalization had the 
death rate continued throughout the year. 
The rate declined subsequently to 351.7 
per 1,000 annual exposures during the final 
quarter of the first year and averaged 529.6 
for the entire year. The mortality rate 
decreased to 226.9 per 1,000 during the sec- 
ond year and to approximately 210 during 
the fourth and fifth years. 

The female cohort also died at an annual 
rate of unity during the first three months 
after admission. The rate decreased to 
304.4 during the fourth quarter and aver- 
aged 500.3 for the first year of hospitaliza- 
tion. The rate decreased to 225.4 during 
the second year and to a slightly lower level 
during the remaining years. These rates 
are shown in Table XIV. 

Rates of mortality among these cohorts 
did not show any improvement over those 
of the cohort of 1909-10. Among the latter, 
the mortality within five years after admis- 
sion represented 67.8% of the total male 
admissions (5). The corresponding percent- 
age for the current cohort was 72.1. In 
each period following admission the cur- 
rent male cohorts had relatively more mor- 
tality. Within three months after admis- 
sion they had lost 34.0% through mortality, 
compared with 24.8% of the early male 
cohort. By the end of the first year the 
current cohort had lost 51.7%, the early 
cohort 46.5%. 
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The current and early female cohorts 
ended with equal percentages of mortal- 
ity (5). By the end of the fourth year after 
admission each cohort had lost 66.8% of the 
original admissions, as a result of mortality. 
At the end of the fifth year the percentages 
were 70.0 and 70.3 for the current and 
early female cohorts respectively. The final 
equality of mortality was due to the fact 
that the early cohort suffered relatively 
more deaths after the first year of hospital- 
ization. Within three months after admis- 
sion the percentages dying were 31.7 and 
20.8 for the current and early cohorts re- 
spectively. At the end of the first year they 
were 49.0 and 40.7 respectively. During 
the remaining four years, however, 21% 
of the current cohort died, compared with 
a mortality of almost 30% among the early 
cohort. 


TABLE XIV 


The differential mortality may be de- 
scribed still further on the basis of rates. 
For this purpose the mortality during the 
two years following hospitalization is cru- 
cial. During this period the current male 
cohorts had a higher rate than the male 
cohort of 1909-10, the rates being 658.9 and 
616.8 respectively. For females the compar- 
able rates were 634.9 and 565.9 respectively. 
It thus appears that male cohorts with psy- 
choses with cerebral arteriosclerosis do not 
compare favorably with a similar cohort 
admitted to the New York civil state hos- 
pitals 35 to 40 years earlier. Rates of dis- 
charge were lower for the current cohort, 
mortality slightly higher. These unfavor- 
able comparisons resulted despite additions 
to the modern armamentarium of therapies. 
Females also showed no improvement with 
respect to mortality over this long period. 


First admissions with psychoses with cerebral arteriosclerosis 
to New York civil state hospitals dying during specified periods after admission, 


classified according to percentage and rate 
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* On an annual basis. 
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The only favorable comparison arose among 
females with respect to discharge, 17% of 
the current cohort being discharged by the 
end of fifth year after admission, compared 
with 12.3% of the early cohort. There was 
also some increase in the percentages of 
females discharged after two years with 
some degree of improvement. 

In generai, though, it must be concluded 
that none of the differences is significant. 


TABLE XV 
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Compared with other groups of mental dis- 
orders, those with psychoses with cerebral 
arteriosclerosis do not show higher percent- 
ages of discharge or lower rates of mortality. 
This was true especially of the males. There 
is reason for speculation, therefore, as to 
whether those processes which in recent 
years have reduced the rates of mortality 
among the general population of advanced 
age have not coincidentally increased the 


Rates of mortality * among first admissions with psychoses 
with cerebral arteriosclerosis to New York civil state hospitals 


during specified periods after admission, 
classified according to age at first admission 
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rate of first admissions with psychoses with 
cerebral arteriosclerosis and whether they 
have not also resulted in a selection among 
the latter of types who perhaps are not the 
physical equals of their predecessors of sim- 
ilar age. 


TABLE XVI 


Of the male cohorts 62.8% were left on 
the books after three months of continuous 
residence. The reduction of more than a 
third resulted primarily from deaths. Less 
than half the cohort remained at the end 
of the first year. By the end of the fifth 


Percent of first admissions with psychoses with cerebral arteriosclerosis 


to New York civil state hospitals, remaining in continuous residence 


at end of specified periods after admission 
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Table XV shows the rates of mortality dur- 
ing specified periods after admission in re- 
lation to age at first admission. Among 
males the rate of mortality rose during the 
first year of hospitalization from 372.9 
among those aged less than 50 to a maxi- 
mum of 693.2 among those aged 80 or over. 

Among females the rate of mortality in- 
creased during the first year of hospitaliza- 
tion from approximately 400 per 1,000 an- 
nual exposures among those admitted at 
ages under 60 to a maximum of over 600 
among the oldest age groups. Similar 
trends occurred during the other periods 
of hospitalization. 

Thus, even in groups of first admissions 
with a limited age range, the rates of mor- 
tality again increased directly with corre- 
sponding increases of age at first admission. 
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year only 10.4% were still on the books. 
Among females the percentages remaining 
at the close of specified periods exceeded the 
corresponding percentages for males, pri- 
marily because of lesser mortality. “Two- 
thirds of the females were on the books 
after three months, less than half at the 
end of the first year. After five years 12.4% 
of the females were still on the books, com- 
pared with 10.4% of the males, as shown 
in Table XVI. 

The median duration of hospital resi- 
dence (time on the books) was 9.8 months 
for the females, 8.1 months for the males. 

Comparisons may be made with the co- 
hort of 1909-10 (7). Of the males 10.8% re- 
mained on the books after five years. This 
includes those re-admitted to the hospitals 
during the five years. The comparable per- 





centage for the current male cohort was 
11.4. For the two sets of female cohorts 
the corresponding percentages were 14.0 
and 13.3 respectively. 


SUMMARY 


This study of rates of discharge and mor- 
tality among first admissions with psychoses 
with cerebral arteriosclerosis was based 
upon a series of five consecutive annual co- 
horts of such admissions to the New York 
civil state hospitals. The first cohort was 
admitted during fiscal year 1943-44. The 
fifth cohort was admitted during fiscal year 
1947-48. The closing date of observation 
for each cohort was March 31, 1949. Each 
member of the first cohort was observed 
from the date of admission for a period of 
five years, ending upon a date within the 
year ended March 31, 1949. The maxi- 
mum period of observation for the next 
cohort was a year less than the period for 
the preceding cohort. The members of the 
final cohort were each observed for a year. 
Since the periods of exposure differed, the 
rates of discharge and mortality were aver- 
aged in accordance with the population at 
risk during the specified periods after admis- 
sion. 

The five cohorts included a total of 14,370 
first admissions with psychoses with cerebral 
arteriosclerosis, 7,271 males and 7,099 fe- 
males. Of the males 15.6% were discharged 
from the books during the five years follow- 
ing admission. Approximately 90% of the 
discharges occurred during the first two 
years. The rate of discharge was 184.1 per 
1,000 annual exposures during the first 
three months of hospitalization. The rate 
decreased sharply during the remainder of 
the first year and averaged 62.9 for that 
period. The rate rose to a maximum of 


231.4 during the second year, then declined 


to 5.4 during the fifth year. 
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The picture was essentially the same for 
females. The total discharges during five 
years amounted to 17.2% of the total fe- 
male cohorts. The majority of the dis- 
charges occurred during the second year. 
The rate of discharge was 152.0 per 1,000 
annual exposures during the first three 
months, averaged 56.1 for the first year, 
rose to 268.0 during the second year and 
declined to 9.2 during the fifth year. 

Comparison with similar cohorts of 1909- 
10 showed the following: Among males 
13.5% of the current cohorts were dis- 
charged by the end of the second year, com- 
pared with 15.2% of the early cohort. At 
the end of the fifth year the corresponding 
percentages were 15.6 and 17.5. The com- 
parisons for females were more favorable. 
At the end of two years 15.4% of the cur- 
rent cohorts had been discharged, compared 
with 11.5% of the early cohort. At the end 
of the fifth year the percentages were 17.2 
and 12.3 respectively. 

Comparisons with respect to condition at 
discharge lead to similar conclusions. Thus 
12.4% of the current cohorts were dis- 
charged as improved or recovered within 
two years after admission, compared with 
11.9% of the early cohort. The difference 
is not significant. Among females, how- 
ever, the corresponding percentages were 
14.2 and 9.5. 

Mortality was heavy. Half the cohorts 
died within a year after admission. Mor- 
tality was greatest during the first three 
months, a third of the cohorts dying during 
this period. Death rates decreased during 
the remainder of the first year, the males 
averaging 529.6 per 1,000 exposures, the fe- 
males 500.3. The rates decreased after the 
first year. 

There was little improvement in rates of 
mortality, compared with the experience of 
the cohort of 1909-10. Among the males 
the total mortality increased from 67.8% of 
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the early cohort to 72.1% of the current 
cohort. In the case of the females 70% of 
both cohorts died within five years after 
hospitalization. In almost four decades, 
therefore, there had been no lowering of 
rates of mortality. 

There was a considerable reduction in 
the size of the cohorts within five years 


after hospitalization. Of the male cohort 


only 11.4% remained on the books at the 
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end of five years (including readmissions). 
For females the corresponding percentage 
was 13.3. In both cases the reduction was 
due primarily to heavy mortality. Com- 
pared to the corresponding cohorts of 1909- 
10, there were no significant changes in this 
respect. Thus 10.8% of the early male co- 
hort was still on the books after five years. 
For females the corresponding percentage 
was 14.0. 
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DYNAMICS OF CASE WORK 
AND COUNSELING 


By Herbert H. Aptekar 
New York, Houghton Mifflin Company, 1955. 243 p. 


This book will be read by many social 
workers because of its possible significance 
in bridging the gap between the two schools 
of social case work method which for too 
long has plagued the profession. It will 
interest other professions who may wonder 
about the genesis of the schism, the influ- 
ences of Freudian and Rankian psychology 
on social work and whether or not the differ- 
ences will ultimately be reconciled. The di- 
chotomy has been emphasized so frequently 
and relentlessly by leaders at the two ex- 
tremes of thought that emotion may have 
prevented practitioners on each side from 
making full use of the contributions from 
the other. This attempt by Herbert Aptekar 
to bring the two groups together, to heal the 
breach, is a worthy one. Like most people 
who attempt to find the middle of the road, 
Mr. Aptekar will probably be suspect to 
some on both sides. 

Mr. Aptekar naturally writes from his 
own frame of reference, his training at the 
Pennsylvania School of Social Work (where 
he also taught) and his years of experience, 
which seem to have been mostly in “func- 
tional” agencies. This book represents an 
earnest attempt to evaluate the contribu- 
tions of both schools. It expresses the hope 
that the time will soon come when social 
workers can no longer be referred to as 
functional or diagnostic because all will em- 
phasize “the dynamic interrelation between 
diagnosis and the administration of a func- 
tion.” It proposes also that differences will 
be resolved through concentration on the 
dynamics of the relationship between the 


case worker or the counselor and the client. 
However, as one brought up in the diag- 
nostic tradition this reviewer senses, per- 
haps defensively, that Mr. Aptekar has not 
quite found the center of this happy meet- 
ing ground. The case illustrations are one 
clue to this. One example is that of the 
young boy whisked away to a military aca- 
demy on the basis of the case worker’s 
diagnostic judgments. 

A great contribution of this book is the 
lucid manner in which the background and 
development of each methodology are pre- 
sented and the frank criticism of those to 
whom methodology became the god. That 
practitioners on either side could focus more 
on method than on the persons served is 
an indictment not to be dismissed lightly 
even though we see this manifestation in 
the growing pains of other professions too. 
This is often seen as a phase of learning, as 
indication of insecurity in the learner, but 
one that should pass and be absorbed early. 

While contributions of each school of so- 
cial work are discussed in this book, they 
seem somewhat obscured by comparative 
case illustrations which tend to stress the 
differences instead of the likenesses. The 
reader is reminded that each group uses the 
same tools—diagnosis, agency function and 
policies, time, money—but uses them differ- 
ently because of philosophical differences. 
A good summation of these points would 
have been most helpful. 

In the second half of the book Mr. 
Aptekar distinguishes between case work 
and counseling, relating the former to focus 
upon administration of services such as re- 
lief and foster home placement and the 
latter to focus upon problems of interper- 
sonal relations. To this reviewer this is a 
false distinction, growing in popularity, that 
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eventually will lead to the need to write 
books showing that case workers and coun- 
selors are brothers under the skin. Again 
the fundamental likenesses are great. The 
focus is determined, however, by the client, 
by his problem and by the function of the 
agency. Adaptations of interviewing follow 
in order to meet the need and concerns of 
the person with the problem, whether these 
be external or internalized. The skin spe- 
cialist knows about salves and how to lance 
a boil. Social case workers should be able 
to handle concrete needs and interpersonal 
needs with various kinds of treatments or 
therapies. Case work for many years has 


distinguished between service cases and non- 


Semantic changes seem to 
Do we 


service cases. 
come with little rhyme or reason. 
not complicate issues sometimes even as we 
attempt to simplify them? 

Mr. Aptekar expresses his ideas simply 
and directly, an advantage in propounding 
the complicated theses he discusses. The 
format of the book is especially pleasing. 
The reading lists for each chapter are com- 
prehensive and useful.—MapELInE Lay, 
New York City Community Mental Health 
Board 


A GUIDE TO PSYCHIATRIC BOOKS 
By Karl A. Menninger, M.D. 


New York, Grune & Stratton, 1956. 
157 p. 


2nd rev. ed. 


This is the second edition of a valuable 
guide to literature on psychiatry and related 
subjects. It is an expanded bibliography 
on general psychiatry, specialized psychia- 
try, psychiatric therapies, preventive psy- 
chiatry and mental hygiene. Suggested 
reading lists for physicians and clergymen 
are also included. 

Of interest is the author’s identification 
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of the criteria that guided him in his selec- 
tion of the books. This descriptive infor- 
mation is deeply appreciated, for through 
this indication of the factors considered in 
making the choices the reader is alerted to 
the nature of the publications he may ex- 
pect to find in this source. Such statements 
are helpful for they point out that the 
selections were based on clearly defined and 
predetermined standards. Comments of this 
type are not provided frequently enough 
to those who use bibliographies; when avail- 
able, they add to one’s appreciation of the 
reference source. 

The reading lists, especially prepared, 
suggest two categories of books for physi- 
cians. One, for residents in psychiatric 
training, lists minimal or basic psychiatric 
references selected by the author. The 
other, for general practitioners, is prefaced 
by a very sound statement. In this intro- 
duction Dr. Menninger recognizes that the 
non-specialist will probably not read com- 
prehensively in the field of psychiatry and 
consequently will be unable to deal with 
the several conflicting psychiatric theories 
that are current. It is therefore suggested 
that the non-specialist doctor read at first 
the writings of only one person, varying 
his reading sources as time passes so that he 
may develop a broader understanding of 
psychiatry. Another suggested reading list 
is for counselors of all kinds, clergymen and 
others interested in the interrelationships 
of religion and psychiatry. 

The author acknowledges that there may 
be many errors in some of the factual in- 
formation regarding titles, publishers and 
dates of revisions of the books cited. This 
reviewer has checked the publications of 
his organization and in each case found that 
the information has not been brought up 
to date. There have been changes in these 
publications since the original guide was 
prepared in 1950. These inaccuracies may 





cause some slight inconvenience to readers. 
The over-all value of the book is great. 
It should be used extensively by workers 
in mental health who need a guide to the 
books in their field. Every individual or 
organization that is consulted about psy- 
chiatric reading should have a copy of this 
revised edition.—EpDWARD LINzER, National 
Association for Mental Health 


PRENATAL AND PARANATAL FAC- 
TORS IN THE DEVELOPMENT OF 
CHILDHOOD BEHAVIOR DISORDERS 


By Martha E. Rogers, Abraham M. Lilien- 
feld, M.D., and Benjamin Pasamanick, M.D. 
Copenhagen, Ejnar Munksgaard, 1955. 157 p. 
(Supplement 102, Acta Psychiatrica et Neurologica 
Scandinavica) 


Previous investigations by one or more of 
the authors of the present study indicated 
that certain complications of pregnancy 
(i.e., toxemias and bleeding), prematurity 
and neonatal abnormalities which are char- 
acteristically associated with abortions, still- 
births and neonatal deaths also occur with 
a statistically high incidence in children 
with cerebral palsy, epilepsy and mental de- 
ficiency. This has suggested, as a working 
hypothesis, a “continuum of reproductive 
casualty” ranging from fetal death to vary- 
ing degrees and manifestations of cerebral 
injury. The present study investigates this 
hypothesis as possibly including certain be- 
havior disorders in childhood. In other 
words, this is an attempt to determine the 
etiological importance of cerebral injury in 
relation to behavior disorders in childhood, 
particularly that related to noxious pre- 
natal and paranatal factors. 

Approximately 1,000 elementary school 
children in the Baltimore public schools 
reported by the school personnel for vary- 
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ing behavior problems were compared to an 
approximately similar number of suitably 
selected controls. The investigative method 
was essentially similar to the previous stud- 
ies and included a study of birth and hos- 
pital records satisfactorily handled for 
statistical validity. 

It might have been expected, since post- 
natal environmental factors would have a 
much greater influence on the causation of 
behavior disorders than they would in cere- 
bral palsy, epilepsy and mental deficiency, 
that the results in this study would be less 
conclusive than those found in the earlier 
studies. This proved to be the case. Among 
the white groups, when prematures were 
withdrawn no significant differences in fre- 
quency of prenatal and paranatal factors 
were found between cases and controls. 
Among the non-white groups, however, the 
full-term cases showed a slight but signifi- 
cant increase in these factors over the con- 
trols. Again, among the white groups— 
only in the case of a selected behavior dis- 
order, namely, hyperactive and/or confused, 
disorganized activity—was a significant in- 
crease in these factors found. In t’_e non- 
white cases, the increase in these factors was 
significant for the total group of behavior 
abnormalities. 

In spite of the admitted weaknesses of 
this retrospective type of clinical investiga- 
tion and the failure of the data to be statis- 
tically valid in both groups studied, 1.e., 
white and non-white, the results of this 
study must be accepted as a signpost indi- 
cating a very strong possibility that in a 
number of children with certain types of 
behavior disorders cerebral damage due to 
prenatal or paranatal factors probably plays 
an etiological role. 

This study, together with the preceding 
investigations along this line, clearly em- 
phasizes the great need for continuing re- 
search on the etiology and prevention of 
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prenatal and paranatal complications of 
pregnancy, which undoubtedly are a major 
cause of cerebral maldevelopment and in- 
jury in children.—HERMAN YANNET, M.D., 
Southbury Training School, Conn. 


THE EMOTIONALLY 
DISTURBED CHILD 
By Margaret Wilson Gerard, M.D. 


New York, Child Welfare League of America, 1956. 
168 p. 


This is a posthumous publication of the 
major papers of this well known Chicago 
child psychiatrist and psychoanalyst. 

The foreword, a brief but fine presenta- 
tion of the highlights of Dr. Gerard’s pro- 
fessional life, was written by Dr. Helen 
Ross, administrative director of the Chicago 
Institute for Psychoanalysis, who was for 
years her close friend and associate. 

The papers themselves, covering 168 
pages, are arranged systematically from the 
more general and developmental presenta- 
tions to the discussions of the dynamics of 
various special pathologies and their treat- 
ment. ‘The ideas and presentations are 
well known to Dr. Gerard’s former students 
in various social agencies and at the Chi- 
cago Institute for Psychoanalysis, as well as 
to their faculties. But they are here for the 
first time brought together in a much- 
needed way, under one cover. 

As a former student, re-reading the work, 
the reviewer is impressed again with the 
simplicity and completeness of her style as 
well as the brilliance and freshness of her 
contributions. Each chapter brings home a 
salient, important new idea which she or 
her group contributed. These are worth 
summarizing briefly: 

The opening chapter reviews the con- 
tributions of child analysis to the under- 
standing of child care and child develop- 
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ment, particularly from the point of view 
of the adaptedness or maladeptedness (for 
the child) of various forms of child-rearing 
procedures and misadventures. The dis- 
cussion of etiology deals with the role of 
trauma, conflict, stage of development and 
constitution. ‘The problems of the oral 
period, training period, sexual period and 
latency are discussed. Psychoanalytic treat- 
ment is discussed at the end, as well as pre- 
vention. 

The second paper is on the prevention of 
separation trauma in child placement and 
stresses the use of the understanding of 
Anna Freud obtained at the beginning of 
World War II in its applications to social 
work. This knowledge—now an almost 


standard part of the teaching in most social 
work schools and agencies—was first stressed 
for its importance and practical applications 
by Dr. Gerard and others (such as Helen 


Ross, Irene Josselyn and George Mohr in 
Chicago). This knowledge is also in part 
responsible for the shift from the use of 
many different foster homes for any child 
in placement (because even the best foster 
homes could not accept the child with 
severe problems) to the use, for the most 
difficult child, of special small cottage-like 
intensive treatment or group home facilities 
and institutions. 

The third chapter, “The Disturbed 
Child,” reiterates that all children, like all 
adults, have some emotional problems 
which special thinking or help could bene- 
fit. But it stresses the importance, in help- 
ing children, of evaluating individual needs 
and capacities, rather than of being con- 
cerned primarily with labeling or classify- 
ing neuroticisms. 

Many of the chapters are composed of 
papers now regarded as classical contribu- 
tions and presentations, particularly the 
three on enuresis. The first summarizes 
previous attitudes to this condition and 





then tells of Dr. Gerard’s analysis of six 
such children. Her conclusions present the 
dynamics of two enuretic groups more sim- 
ply and effectively than one finds elsewhere. 
The boys used enuresis as a passive retreat, 
out of fear of their mothers. The girls, the 
more easily reacted group, used enuresis to 
express unconscious aggressiveness in de- 
fense against their fears of males. The 
second paper on enuresis gives the detailed 
treatment of Nancy, a 7-year-old. The last 
paper on this subject is a fuller elaboration 
of case material and the dynamics of the 
problem. 

Of special interest to those working with 
the sickest children, the autistic or schizoid, 
is the paper on modification of treatment 
with one such boy. Admirably presented 


here is the necessity for attempting to find 
new ways to impinge on the child or to 
“reach out,” by every available sustained 


means, to such children in their withdrawn 
or confused states. Also pointed up is the 
necessity for even attempting to penetrate 
through the hazy states into which these 
children withdraw. Work at the Ortho- 
genic School of Dr. Bettelheim supports 
this approach. 

The paper on the genesis of psychoso- 
matic symptoms in infancy was a first re- 
search paper by Dr. Gerard based on work 
in a children’s psychosomatic ward. Its 
ideas still remain to be further validated 
or disproved. Her hypothesis was that 
child-rearing which occurs in such a way as 
to cause certain intense physical discomfort 
or pain in a particular organ or physical 
system may be largely responsible for a 
later psychosomatic disorder in that same 
organ. 

The paper on bronchial asthma in chil- 
dren—part of the Chicago Institute’s psy- 
chosomatic research and contributions— 
proposes an original psychodynamic formu- 
lation of the origin of asthma which has 
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stood up well under further investigation. 

The last paper is Dr. Gerard’s classic con- 
tribution on children’s psychogenic tics. 
Here again dynamics are discussed in terms 
of the blockage of any outlets of either 
side of an emotional conflict with the re- 
sultant symptom compromise, a tic. 

For those of us who knew Margaret 
Gerard and worked with her, it was tragic 
to lose her when we did and to see her life’s 
work interrupted in its prime. The post- 
humous nature of this volume underlines 
this tragedy. Dr. Gerard was too busy 
teaching and treating to reap the personal 
fruits of recognition to the extent that she 
so richly deserved from those less acquainted 
with her.—GeEorcE Perkins, M.D., Chicago 


CRESTWOOD HEIGHTS: A STUDY OF 
THE CULTURE OF SUBURBAN LIFE 
By John R. Seeley, R. Alexander Sim and 
E. W. Loosley 

New York, Basic Books, 1956. 505 p. 


What is a community mental health pro- 
gram? This $64,000 question defines the 
principal issue emerging from this work, 
apparently in the minds of the authors as 
well as in that of this reviewer. 

A bold and brave inspiration lay behind 
the experiment this book describes. Prior 
to World War II the Canadian National 
Committee for Mental Health was preoc- 
cupied largely with improving conditions 
in mental hospitals. The shock from data 
revealing the extent of mental deficiencies, 
illness, neuropsychiatric and other behavior 
disorders in the armed forces galvanized 
interest in broader action. Steps were 
needed, the committee’s leadership con- 
cluded, to affect “within a generation the 
level of mental health of the Canadian 
population.” 

The outcome ultimately took the form of 
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a five-year pilot program in this thinly- 
disguised suburb of Canada’s principal mid- 
western metropolis. With leadership from 
the university in the adjacent big city, fi- 
nancing came by way of the province from 
funds made available by the national mental 
health program. 

The plan did not envisage any commu- 
nity-wide search for our epidemiological 
study of the personality types that had 
swelled the armed forces’ statistics: the men- 
tally deficient, mentally ill,‘ emotionally 
unstable, socially maladjusted. Rather it as- 
sumed that these manifestations would de- 
cline if the whole problem of mental health 
were attacked at its presumed source, i.¢., 
the basic community orientation, function 
aud structure of child-rearing. If the proc- 
ess affecting growth and personality develop- 
ment could be impregnated with the in- 
sights of mental hygiene, it was expected 
that mentally healthier people would result. 

The principal methods were to be ex- 
pansion of the school child guidance serv- 
ice, development of informal human rela- 
tions discussion groups in the schools, 
liaison with parent and adult education 
groups and more general capitalization on 
the participant character of the project so 
as to make a constructive impact upon com- 
munity attitudes and outlook. 

With candor greatly to their credit the 
authors now conclude that “to trace within 
this process (of growing up, child-rearing) 
the vicissitudes to mental health and to 
evaluate the outcome are, despite our hopes, 
beyond our capacity—or not possible by 
our methods.” ‘This is despite the fact that, 
at its conclusion, community opinion was 
favorable to the project and that the human 
relations classes were found to be beneficial 
to adolescent adjustment. 

Actually, this book is not a systematic re- 
view of the objectives, methods and results 
of the experiment. Rather is it an inter- 
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pretive description of how modern sub- 
urban dwellers live, what they do, think 
and feel, and the social institutions which 
implement these processes. It portrays the 
whole suburban milieu in which modern 
young people grow up through infancy, 
childhood, adolescence and early youth. As 
such, the materials are well classified, well 
written, usually perceptive and not infre- 
quently downright entertaining. In this 
sense Crestwood Heights is a very credit- 
able descendant of Middletown, its distin- 
guished ancestor of more than a quarter- 
century ago. Unhappily, it will not now 
find such a coincidental market of cultural 
seif-flagellation as made that work a best 
seller competing with Main Street and 
Babbitt. 

At this point in time and knowledge, the 
progressive development of a constructive 
community-wide program for mental health 
will be best served by the articulation of 
clearer, more precisely focused and more 
realistic objectives than were conceived in 
this experiment, objectives better rooted in 
the epidemiology of the problem. To en- 
able others to come to such a conclusion 
amply justifies the time and money ex- 
pended on this project.—BRADLEY BUELL, 
Community Research Associates 


ALCOHOLICS ANONYMOUS 


New York, Alcoholics Anonymous Publishing Co., 
1955. 2nd ed. 575 p. 


This is a second and greatly enlarged edi- 
tion of a book first published in 1939. 
Three hundred thousand copies of the first 
edition have been sold. 

The second edition presents identical ma- 
terial for the first 164 pages. The second 
part, made up of personal records, has now 
been enlarged so that it contains 37 his- 


tories. ‘These are divided into three sec- 





tions. The first contains the history of 13 
pioneers of Alcoholics Anonymous. Part 
Two, labeled “They Stopped in Time,” con- 
tains 12 more histories. Part Three, “They 
Lost Nearly All,” contains 12 more histories. 
Except for additional introductory materia] 
and the changes in the case histories, the 
book is identical with the first edition. 

For those unfamiliar with the first edi- 
tion, the book starts out with an introduc- 
tion, followed by historical material and a 
discussion of the aims of Alcoholics Anony- 
mous. ‘There is a good deal of detail about 
the program of recovery, and enumeration 
of the now well-known 12 points which ex- 
press the fundamental beliefs of Alcoholics 


Anonymous. There are special chapters 


for wives, for families and for employers. 
The last chapter, titled “A Vision for You,” 
is an appeal to the alcoholic to make use of 
Alcoholics Anonymous and adopt its pro- 


cedures. 

The book presents the philosophy of Al- 
coholics Anonymous, a philosophy which 
has had quite unexpected success, since the 
reviewer doubts that any of those who wit- 
nessed the beginning of Alcoholics Anony- 
mous had any concept of what it would 
achieve. 

The personal stories of the 37 alcoholics 
can be recommended as reading to anyone 
who wants to get the first-hand history of 
alcoholics who have managed to overcome 
the habit. 

The whole book presents the viewpoint 
of Alcoholics Anonymous, which can be 
considered as one approach, and one of the 
most successful, in dealing with the prob- 
lem of the alcoholic. Reading the book 
may make it comprehensible to the reader 
why this program works with some persons 
and not others. It is a limited approach 
which takes in only certain aspects. It 
frankly admits its own inability to deal with 
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certain types of cases. It does, however, 
show a remarkable record of recovery for 
quite a large group, and on this basis has 
clearly won an important status in any plan 
in dealing with the alcoholic. 

This book should be required reading for 
anybody who wishes to understand or deal 
with the problem of the alcoholic. Viewed 
as an approach which has been developed 
by a special group of alcoholics, it makes 
very interesting reading and gives a much 
better understanding of many of these cases. 
—Kart_ M. Bowman, M.D., San Francisco 


CRIME, COURTS AND PROBATION 
By Charles Lionel Chute and Marjorie Bell 
New York, Macmillan Company, 1956. 268 p. 


This monograph, mostly written by one of 
the pioneers of modern criminology who 
died in 1953, was finished by one of his 
close collaborators. It presents an excellent 
review of the development of the American 
probation system. Partly based on _per- 
sonal experience and illuminated with a 
considerable number of case histories, it is 
a very vivid presentation. 

Especially it provides an excellent and 
extensive picture of the historical develop- 
ment from the very beginning with the first 
attempt by the simple Boston shoemaker, 
John Augustus, to bring about reforms in 
the harsh methods of more than a hundred 
years ago. The authors describe how from 
the success of this great benefactor proba- 
tion grew little by little into systematiza- 
tion. They describe how it spread from 
Massachusetts and was accepted—sometimes 
with strong and long-lasting resistance—by 
nearly all the United States; how it de- 
veloped from an insufficient program run 
by unskilled humanitarians into a vast sys- 
tem manned by professional probation of- 
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ficers equipped with specialized social work 
training and competence. 

The deficiencies still remaining in the sys- 
tem are pointed out in detail; the conclu- 
sions are based on comprehensive statistical 
material. All aspects of the problem are 
highlighted. In spite of the authors’ en- 
thusiasm, which might have optimistically 
colored the presentation, it is a very real- 
istic and objective book.—PAuL J. REITER, 
M.D., Copenhagen 


YOU AND YOUR CHILD'S HEALTH 
By Paulette Hartrick 
New York, Harper & Brothers, 1955. 208 p. 


This is a book primarily for parents, for 
parents of sick children. Since all children 
are sick at some time, or require medical and 
dental care, it is a book that will sooner or 
later prove of value for every parent. 
Though the subject is health, the book is 
written simply and without either medical 
or psychological technical jargon. 

The author describes in varying ways 
what it means to a child to be ill and the 
anxieties that are created for the parent as 
well as the child. The importance of 
parental expression of concern is stressed 
not only in relation to the child’s current 
illness but as it may form his permanent 
attitudes toward illness and medical care. 
Not only does the author discuss in general 
terms how the child feels about being ill or 
about contemplating painful or frightening 
experience; she also discusses specifically 
such things as what it means to be left in 
the hospital, to take an anesthetic, to endure 
surgery, to be confined to bed for long 
periods. 

This book offers more than insights into 
the child, his needs, his reactions to illness, 
his relationship to his parents, the doctor, 
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the nurse and his siblings. It is also a 
how-to-do-it book. The author makes many 
suggestions on what to say and how to say 
it to the child in varying kinds of situations 
involving illness. She also provides a wide 
variety of means and materials designed to 
help the child pass the time pleasantly and 
creatively while confined by illness. Listed 
are all sorts of things that are useful for 
this purpose and can usually be found 
around any home. In addition, there are 
suggestions for materials that can be pur- 
chased and the addresses of firms from 
which they may be obtained. 

This practical guide to the emotional and 
psychological care of the sick child deserves 
a place alongside the manuals on first aid 
and home nursing in every home where 
there are children—JAMEs M. CUNNING- 
HAM, M.D., Children’s Center of Metro- 
politan Detroit 


CHILD GUIDANCE 
IN THE CLASSROOM 
By Gertrude P. Driscoll 


New York, Teachers College, Columbia University, 
1955. 91 p. 


This tersely written little volume is excel- 
lently suited to the guidance needs of 
teachers and administrators in elementary 
schools. The second book by Dr. Driscoll 
in a series called Practical Suggestions for 
Teaching, is a distillate of her years of per- 
ceptive experience in working with children 
and parents as well as in the training of 
other educators. 

There are four sections: Chapter I, 
“Helping Children To Grow Emotionally,” 





1 The first book was How to Study the Behavior of 
Children by Gertrude Driscoll. New York. Teach- 
ers College, Columbia University, 1941. 84 p. 





states that the major goal of emotional 
growth is “to challenge children to develop 
balance between energy expended in follow- 
ing self interests, meeting requirements of 
reality and developing sound value concepts 
in interpersonal relations.” The teacher is 
asked to try to understand and work with 
the “self system” of each child. 

Classroom activities are regarded as the 
means of aiding children to develop whole- 
some qualities of initiative, responsibility, 
cooperativeness and self-discipline. The 
value of these classroom experiences is ap- 
praised in four areas: creative work, routine 
activities, skill subjects and disciplinary 
limits. 

Chapter II, “Work with Children in the 
Classroom,” maintains that a teacher’s suc- 


cess in helping a child with moderate diffi- 
culties in adjusting depends upon her effec- 
tiveness in inspiring his trust, helping him 


to recognize his problem and carefully 
working out next steps toward a solution. 
There is a penetrating discussion of the 
causes of typical problem behavior seen in 
classrooms. Best of all are the descriptions 
of children and accounts of what teachers 
have done to help those who are overly ag- 
gressive, timid, lazy, etc. Children with 
serious disturbances, it is made clear, need 
help beyond that of the teacher’s natural 
skill or role. 

Chapter III, “Working with Parents,” 
suggests ways of working with parents 
through individual conferences, small class 
and interest groups and large school groups. 
The material on typical parent attitudes as 
they may be observed in individual con- 
ferences is especially comprehensive and 
helpful. There is less about group tech- 
niques but the content is thoughtful. 

Chapter IV is called “Help from Admin- 
istrator and Specialists.” Successful school 
efforts for children depend upon healthy 
school morale, flexible class groupings and 
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teams of faculty personnel working out 
problems together. The final chapter gets 
into these ideas. It suggests ways in which 
administrators, specialists and teachers can 
best mesh their efforts to make the school 
atmosphere dynamic and supportive to 
children. 

This is a handbook of clarity and power. 
The author knows teachers and their con- 
cerns and writes of typical daily experiences. 
Her observations are the kind that can help 
teachers to help themselves.—Evetyn D. 
ADLERBLUM, New York University School of 
Education 


PERSONAL ADJUSTMENT 

AND MENTAL HEALTH 

By Alexander A. Schneiders 

New York, Rinehart and Co., 1955. 587 p. 


This work, by the director of psychological 
services at Fordham University, is intended 
as a textbook for psychology students. The 
author explains that he had one principal 
aim in writing this book, namely, the better 
understanding of man’s relation to himself 
and to reality, as expressed in his day-to-day 
adjustments. He also points out that there 
is a close relationship between adjustment 
and mental health and that this textbook 
should provide a secure groundwork for the 
development of practical principles that 
can be applied successfully to daily living. 

Among the subjects discussed are generai 
objectives, values, practical goals and the 
significance of studying adjustment and 
mental health; basic concepts of adjustment 
psychology, including normality, abnor- 
mality and maladjustment; criteria of ad- 
justment; relationship of adjustment and 
personality; adjustment by means of de- 
fense reactions—aggression, escape, with- 
drawal and flight into illness; academic, 
vocational and marital adjustment. One 
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chapter deals with the background, develop- 
ment and principles of the discipline of 
mental hygiene. The last chapter discusses 
the treatment of mental and _ personality 
problems and of adustment problems in 
general. 

A brief clear summary and a selected 
reading list are available at the end of each 
chapter. 

A very definite religious orientation is 
conspicuous throughout the book. The 
author, a former president of the American 
Catholic Psychological Association, repeat- 
edly stresses religious and moral as well as 
psychological concepts as a basis for good 
mental health and adjustment. 

The book is well-written and well-docu- 
mented. . Readers might take exception to 
some of his critical attitudes toward such 
scientists as Freud and Watson. His pro- 


cedure is to point out those contributions 
which he considers valid, in contrast to 


those he deems to be _ unscientific or 
harmful. 

The reviewer considers this a valuable 
textbook, not only for psychology students 
but for others interested in general prob- 
lems of adustment and mental hygiene.— 
FRANK J. Curran, M.D., University of 


Virginia 


THE ADOLESCENT: 

A BOOK OF READINGS 
Edited by Jerome M. Seidman 
New York, Dryden Press, 1953. 798 p. 


The aim of this book is to provide the stu- 
dent of adolescent development with the 
original contributions of nearly a hundred 
“specialists who have created or expanded 
the knowledge of the field.” It is designed 
for use as a textbook or as collateral reading 
for students of developmental psychology. 
For the latter purpose there is a chart cor- 
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relating the readings in this book with the 
chapters of nine widely used texts on ado- 
lescent psychology. 

There are 67 papers grouped under 22 
chapter headings in six main divisions. 
The range and variety of the contributions 
are indicated by the titles of the main 
divisions, the condensed chapter headings 
and the title of one of the papers comprising 
each chapter: 

Part One, Adolescence: A Period of 
Transition, deals with the culture and the 
adolescent (Adolescence the Hopi Way, by 
Laura Thompson and Alice Joseph); the 
adolescent in modern American society 
(The Field Theory Approach to Ado- 
lescence, by Kurt Lewin), and adolescents 
with problems (Out-of-School Youth Tell 
Their Story, by Howard M. Bell). 

Part Two, Growth and Development, 
considers physical growth and development 
(Some Physiological Aspects of Adolescence, 
by Nathan W. Shock); emotional develop- 
ment (Adolescent Concerns with Physique, 
by Alexander Frazier and Lorenzo K. 
Lisonbee); mental growth and development 
(A Developmental Theory of Intelligence, 
by Henry E. Garrett), and from infancy to 
adulthood (Development of the Ego and of 
the Self, by Pervical M. Symonds). 

Part Three, Interests, Attitudes and 
Ideals, comprises about a fourth of the 
book and is made up of chapters on in- 
terests (Clothing and Appearance, by Sylvia 
S. Silverman); religious beliefs (The Re- 
ligion of the Post-War College Student, by 
Gordon W. Allport, James M. Gillespie and 
Jacqueline Young); ideals and values (The 
Moral Beliefs of Sixteen-Year-Olds, by 
Hilda Taba); social attitudes and opinions 
(Attitudes Interrelationships of Youth, 
Their Parents and Their Teachers, by H. 
H. Remmers and Naomi Feltman), and 
persistence and change of attitudes (Some 
Personality and Social Factors Related to 





Changes in Children’s Attitudes toward 
Negroes, by Paul H. Mussen). 

Part Four, The Adolescent and His 
Peers, treats of social role (Positions and 
Roles: Norms for Perceiving Persons, by 
Theodore M. Newcomb); status (Continui- 
ties and Discontinuities in Cultural Con- 
ditioning, by Ruth Benedict), and sex in- 
formation, attitudes and behavior (How to 
Be a Woman, by Alice Thompson). 

Part Five, Multiple Group Membership, 
discusses the interpersonal relationships of 
the adolescent with his family (The Ado- 
lescent and His Happy Family, by John 
Levy, M.D., and Ruth Munroe); in school 
(Anxiety in the College Classroom, by 
Wilbert J. McKeachie); in the world of 
work (The Jobs Youth Want and the Jobs 
They Get, by Howard M. Bell), and in the 
community (The Identification and Meas- 
urement of Pre-dispositional Factors in 
Crime and Delinquency, by Harrison G. 
Gough and Donald R. Peterson). 

Part Six, Understanding and Helping the 
Adolescent, presented individual approaches 
(Assessment of OSS Personnel, by Henry A. 
Murray and Donald W. MacKinnon) and 
group approaches (An Investigation of 
Nondirective Group Therapy, by Hadassah 
Peres Ziskin), and ends with a chapter en- 
titled “From Adolescence to Adulthood” in 
which Franz Alexander discusses emotional 
maturity in terms of “altruism, and flexi- 
bility and adaptability to changing external 
and internal conditions” and Ruth Strang 
offers evidences of manifestations of ma- 
turity in adolescents. 

The papers are admirably selected to 
cover the major aspects of adolescent char- 
acteristics and development. Careful 
editing, attractive physical make-up and a 
brief paragraph at the beginning of each 
paper stating the problems involved and 
identifying the author add to the reader's 
enjoyment of the book. It is well-indexed 
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and has a bibliography of more than 350 
titles referred to in the text. 

The reviewer, whose daily contacts with 
some 5,000 adolescents and their teachers 
lead him constantly to seek enlightenment, 
heartily recommends the book not only to 
college students and teachers, for whom it 
was prepared, but also to all who would 
increase their understanding of the am- 
bivalent attitudes and behavior of modern 
youth and help them on their way.— 
FREDERICK W. Brown, Sewanhaka High 
School, New York 


MENTAL HEALTH AND 
INFANT DEVELOPMENT 
Edited by Kenneth Soddy, M.D. 


New York, Basic Books, 1955. Vol. 1, 308 p. 


289 p. 


Vol. 2, 


Once the importance of good mental hy- 
giene was accepted, the main emphasis in- 
evitably focused on the preventive aspects 
of the task. This preventive focus has 
moved more and more towards childhood, 
for with the child “success” in therapy and 
prevention may seem most probable. 

In the clinical field, much has been done 
through the developments of child psy- 
chiatry and child guidance services. But 
primarily these have been concerned with 
the child and with the family who are al- 
ready disturbed. The pressure of this thera- 
peutic task has left only relatively little 
time for real preventive work with very 
young child. Only in a very small number 
of centers has it been possible to take the 
further, and ultimately necessary, step of 
studying the early development of the 
“normal” infant in relationship to his total 
setting, of studying the patterns of child- 
rearing techniques in various cultures and 
the impact of these factors on the future 
mental health of the child. To such a study 
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many disciplines, including anthropology, 
pediatrics, psychiatry, psychology and social 
work, must contribute. 

It was from such a background and after 
much detailed planning and thought that 
the World Federation for Mental Health 
organized (at Chichester, England, in 1952) 
an international multi-disciplinary seminar, 
of which these volumes form the report. 
The distinguished teaching faculty (for this 
was essentially a “teaching seminar’) in- 
cluded Dr. Margaret Mead, Dr. Spitz, Dr. 
John Bowlby, Prof. MacCalman, Dr. Jenny 
Aubry and Miss Anna Freud. There were 
51 participants from 29 countries, chosen 
by their governments as senior members of 
the various disciplines concerned with 
child welfare in its widest sense. The 
seminar was residential and lasted for three 


weeks. It was itself an experiment, and by 


general agreement a successful experiment, 


in transnational and _ multi-disciplinary 
study and learning. 

The reports on many seminars make dull 
reading for any but the participants. But 
in these two volumes the editor has kept 
alive for the reader the dynamic and vital 
pattern of the actual seminar. 

In the first volume, an encyclopedic inven- 
tory of behavior patterns in childhood, are 
collected the contributions of the teaching 
faculty as they relate to the seminar’s three 
main themes: normal infant development 
in various cultures, family phenomena, and 
the practical implications and consequences 
of these factors. Inevitably the contribu- 
tions vary in quality, and there is a good 
deal of repetition. But this volume con- 
tains a wealth of information and thought 
from all the countries and disciplines con- 
cerned, which could not have been collected 
in any other way. Indirectly it also con- 
tains much valuable information on how 
best to conduct an international seminar. 

The second volume consists almost en- 
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tirely of comparative case studies of chil- 
dren of three nations and their differing 
patterns of normal behavior. These very 
detailed case records, provided by agencies 
in the United States, Britain and France, 
were used for group discussion at the 
seminar. At first sight these might seem to 
be a tedious and unnecessary addition to 
the report, but in fact they amply repay 
study as illustrations of the central themes 
of the seminar. And as teaching material 
they form a unique collection. 

Both the seminar and this report on it 
are most valuable contributions to the study 
and understanding of the whole wide prob- 
lem of mental health—T. A. RATCLIFFE, 
Nottingham 


ANXIETY AND STRESS: 

AN INTERDISCIPLINARY STUDY 
OF A LIFE SITUATION 

By Harold Basowitz, Harold Persky, 
Sheldon J. Korchin and Roy R. Grinker 
New York, McGraw-Hill Book Co., 1955, 320 p. 


This is an important book. It includes a 
frank and detailed account of an attempt to 
observe experimentally the training of para- 
troopers for military service. The “‘inter- 
disciplinary” approach included the disci- 
plines of psychiatry, psychology and 
biochemistry. The authors found in essence 
that the performance of paratroopers could 
not be predicted by any of the psychological 
and biochemical testing devices they ap- 
plied. Striking psychological and_bio- 
chemical changes were observed, however, 
among these men in their military training 
milieu. It was found they reacted as much 
to forces deriving from the opinions of their 
fellows as they did to the prospect of bodily 
harm. 

Some of the most interesting and _perti- 





nent data in the book relates to a discipline 
not represented by the group of authors, 
that of sociology or social anthropology. 
They found, for example, that the ex- 
perience of jumping was not necessarily 
more stressful than therapeutic. One pre- 
viously maladjusted man was helped by the 
jumping experience because a_ successful 
performance improved his social status 
among the group. 

The book includes a good deal of in- 
cisive thinking but it is obscurely written in 
parochial language with too much jargon 
or “medicolese.”” ‘Thus, although the style 
is inelegant, the book is refreshingly candid 
and points out many of the problems and 
pitfalls of the authors’ investigative ap- 
proach. The authors indicate that future 
studies of this type would be more mean- 
ingful if systematic data were gathered on 
group interactions as well as on individual 
psychology and biochemical indicators of 
bodily function. 

In general, this book is a valuable report 
of a well thought out, carefully applied and 
objectively evaluated study of a clear-cut 
stressful life situation as it affects a fairly 
large number of young men. The surprises 
and deficiencies which turned up as the 
study unfolded provide very valuable leads 
for other investigators in the field.— 
Stewart Wotr, M.D., University of 
Oklahoma 


SCHOOLS OF 
PSYCHOANALYTIC THOUGHT 
By Ruth L. Monroe 

New York, Dryden Press, 1955. 670 p. 


No book which aims to be “an exposition, 
critique and attempt at integration of 
schools of psychoanalytic thought” could ex- 
pect to achieve unanimous critical accept- 
ance, but in the opinion of this reviewer it 
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will be a long time before any comparable 
volume will seriously threaten the status of 
Ruth Munroe’s tremendous pioneer con- 
tribution to the complex field of Freudian 
metapsychology. 

Much of the reason for the excellence of 
the work is clearly stated in the modest but 
explicit introduction, which includes gen- 
erous praise to all who contributed as pro- 
fessional critics and advisers. 

It is impossible for any author or group 
of authors to write a comparative study of 
any bodies of conflicting theory, be they 
physical or biological, metaphysical or 
philosophical, that can equally satisfy all 
potential readers. But to the extent that 
relative objectivity is possible, it seems to 
have been achieved in this work. Like the 
author, the reader is inclined to be almost 
persuaded by each school in the process of 
reading. 

Worthy of special comment is the section 
on ego psychology, a clear exposition of a 
subject which is increasingly attracting the 
attention of psychoanalysts. Except for a 
rather brief statement of the views of 
Melanie Klein, the author confines herself 
in the main to the contemporary American 
psychoanalytic sense. As she points out, in 
terms of numbers (and especially in terms 
of public acceptance and support) the 
United States is today the principal locus of 
psychoanalytic education and practice. 

It seems inevitable that this work will 
have a wide and continuing sale, not only 
among psychiatrists and psychoanalysts but 
among those in related fields where psycho- 
analytic theory and thought have con- 
tributed so much. Purchase is not synony- 
mous with acceptance, but it appears that 
students and teachers alike now have in a 
single reference volume a concise and in 
most instances a notably precise statement 
of the many theoretical! differences which 
still puzzle the psychoanalytic clinician and 
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even more engage the deep interest of the 
psychoanalytic theoretician. 

Regardless of individual orientation, all 
those interested in the history and develop- 
ment of psychoanalytic thought will wel- 
come this scholarly volume.—Rosert T. 
Morse, M.D., Washington, D. C. 


CHILD BEHAVIOR 
By Frances L. Ilg and Louise Bates Ames 


New York, Harper & Brothers, 1955. 364 p. 


This book is a recent addition to the publi- 
cations which have come out either directly 
from Dr. Arnold Gesell, or have been spon- 
sored by him. It is avowedly a combination 
of information which was previously offered 
in two books, Infant and Child in the Cul- 
ture of Today and The Child from Five to 
Ten. In addition, it is advertised as the 


first book to provide specific advice on what 
to do about behavior problems of children 
in the first ten years of life. 

The information on psychological and 
social development of children, as well as 
the point of view about it, is the same as 


in the earlier books. Behavior, according 
to this point of view, is something inherently 
a part of the child’s pattern of development. 
The influence of the child and his emotions 
upon his own development and the world 
around him, as well as the impact on him 
of his surroundings and particularly his 
parents, is only slightly acknowledged. The 
chapter on individuality is largely devoted 
to a summary of Sheldon’s Varieties of 
Physique and Temperament. The real in- 
dividuality of each child is not adequately 
touched upon. 

Apparently this book is also intended as 
a text for college students. As such it is 
very incomplete. It omits any real discus- 
sion or understanding of psychological or 
emotional development, as derived from the 
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clinical experience of modern psychology 
and psychiatry. 

As a source of indirect or direct advice to 
parents on the handling of behavior prob- 
lems, the book probably has some merit, for 
in general it implies that almost any 
variety of behavior is to be anticipated and 
that if one does not get excited and struggle 
with it, the problem will straighten out. 
Superficial as this point of view is, it might 
help parents to take in stride more easily the 
usual behavior of children, as well as some 
of the less extreme deviations. These 
rather moderate virtues are in the opinion 
of this reviewer not sufficient to justify this 
book.—SHERMAN LITTLE, M.D., Children’s 
Hospital, Buffalo, N. Y. 


RELIGION IN CRISIS AND CUSTOM 
By Anton T. Boisen 
New York, Harper & Brothers, 1955. 271 p. 


This is a work that should be studied 
thoroughly and critically by all who are 
concerned in the reconciliation of religion 
and psychiatry. If this book mirrors, as I 
suspect it does, the faith and persuasian of 
an appreciable portion of the Protestant 
community, when the wished-for reconcilia- 
tion can only be envisaged as a prospect 
beset by insurmountable difficulties, by 
irreconcilable differences and by ideational 
orientations that are not less than poles 
apart. Yet this is no work lightly to be dis- 
missed. It is an earnest work, and even 
though it is faulty in its sociological, demo- 
graphic, statistical and psychiatric exposi- 
tions, it is written with such manifest zeal, 
with such intense persuasion that the author 
is right (not only correct, but right) in his 
premises, deductions and conclusions, that 
one must perforce take note. To that de- 
gree it is an alarming book. 

The author’s thesis is the essentially 





simple one that men in crisis tend to turn 
to religion and that “crisis periods tend to 
be associated with religious quickening” 
(p. 68). This thesis is itself open to chal- 
lenge for not all men are like to Job. But 
allowing for the premise, one is forthwith 
confronted with a singular definition of 
“crisis” and with a primitive, indeed 
archaic, representation of religion. Accord- 
ing to the author, the most serious crises 
result from “the sense of estrangement 
from the inwardly conceived fellowship of 
the best” (p. 69). Who these best are the 
author never tells in so many words. But 
by context the best are seen to be “the 
faithful, the believing, the religious.” 
Positing this premise, it of necessity follows 
that the resolution of crisis can be achieved 
only by way of his version of religion. As 
he puts it, “The conclusion follows that 
psychotherapy is dependent upon the 


principle of confession and forgiveness” 
and “Restoration of ‘mental health,’ the 
modern term for ‘salvation,’ is conditioned 
not so much upon the resolution of intra- 
psychic conflict as upon the sense of being 
received back into the fellowship of the 


best” (p. 108). The author drags in the 
name of Freud to make it appear that the 
“transference relationship” is but a late-day 
development of “confession and forgive- 
ness.” In effect, however, it is precisely this 
order of religious belief that Freud stigma- 
tized, and with ample warrant, as infantile 
and delusional. The author’s lesson is: Do 
not strive to analyze and to resolve your in- 
trapsychic conflicts. Human life is under the 
control of the God of love; resign yourself 
and join the fellowship of the best! Taken 
in earnest, this is no less than a counsel 
of total abnegation and of voluntary 
infantilization. 

“Crisis” is a subject which has engaged 
the best intellects in both ancient and 
modern times. Save for those religious 
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teachers who saw in human experience the 
inscrutable will of the deities, the keenest 
students of humanity have looked upon in- 
dividual crisis as the manifestation of “life 
at cross-purpose.”” Crises, excluding those 
resulting from that order of disaster so 
irreverently termed acts of God, were traced 
to their antecedents—to ubris (wanton 
violence arising from pride of strength). 
Crisis thus was “nemesis—ripened in the 
womb of time.” Not withdrawal into total 
abnegation, but rather a more ample com- 
prehension and fulfillment of the objective 
and moral relationship of man to man and 
of man to the transcending meanings of life 
was the way to salvation taught by the 
Greek moral philosophers, by the Hebrew 
prophets, and by Christ. 

Those who counsel the infantilization of 
the individual are themselves likely to be 
authoritarian by predilection. It is not 
strange, though grievous and disturbing, to 
encounter in the book such judgments as 
these: Of Fascism and Nazism—“There 
seems to be no reason to look upon them as 
anything beyond the upsurge of national 
feeling in the face of impending danger 
from outside” (p. 247). Of Communism— 
“Ever since she (Russia) started her experi- 
ment, she has been surrounded by enemies. 
That fact explains the rigid dictatorship, 
the limitation of free speech and the harsh 
measures which have been so severely criti- 
cized here in America. . . . Whether they 
recognize it or not, the Russian Com- 
munists, insofar as they are loyal to their 
cause, are actuated by a spirit that is funda- 
mentally religious” (pp. 247-48). “We 
may begin by recognizing that the totali- 
tarians are partly right. They are correct 
in their criticism of democratic indi- 
vidualism. The welfare of all must be 
placed above the rights of the individual” 
(p. 253). “Probably the most striking feature 
in the present world situation is the break- 
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down of the excessive individualism which 
Protestant Christianity has fostered” (pp. 
251-52). “The religious faith of the future 
should rely more and more upon the results 
of co-operative inquiry and upon the con- 
tribution of the expert” (p. 256). 

One must conclude that the book itself 
represents a misconceived and unresolved 
crisis—Iaco GALpston, M.D., New York 
Academy of Medicine 


MENTAL HYGIENE IN 
PUBLIC HEALTH 
By Paul V. Lemkau, M.D. 


New York, McGraw-Hil! Book Co., 1955. 
450 p. 


2nd ed. 


In this second edition Dr. Lemkau has in 
fact written a new book. The first edition 
in 1949 received high praise, and this is an 


even more valuable contribution to the 
mental health literature. In the foreword 
Dr. Hugh R. Leavell points out the marked 
expansion and maturation in the mental 
hygiene field during the last six years. Dr. 
Lemkau has more than kept pace with that 
expansion and now offers a book which 
meets the needs of today and is far from a 
warmed-over first edition. 

The author has divided the book into two 
sections: “The Place of Mental Hygiene in 
Public Health” and “The Development of 
the Individual.” The first concentrates on 
the integration of mental hygiene prin- 
ciples and programs into the total opera- 
tion of a public health department. Dr. 
Lemkau presents most effectively the roles 
played by the public health workers and the 
traditional mental hygiene staff. His frank 
discussion of some of the sensitive areas in 
coordinating programs is worthy of especial 
attention. Administrators of such com- 
bined programs will find the comments on 
confidentiality of psychiatric histories prac- 


148 


tical and pertinent. Those who have been 
confused by the variety of conflicting re- 
ports on psychiatric treatment will find the 
discussion of this topic clear, succinct and 
adequate. The prevention of mental ill- 
nesses is well presented and unusually com- 
prehensive. In his discussion of mental 
health programming, Dr. Lemkau makes 
excellent use of his wide experience in the 
field. The chapters on techniques and 
methods of organization offer valuable 
leads for both new and more experienced 
administrators and planning bodies. The 
discussion of the problems and dangers in 
establishing a new clinical service will be 
particularly useful. 

In the second section Dr. Lemkau dis- 
cusses the development of the individual. 
He begins with eugenics and _ proceeds 
through the various periods of life. He 
presents a concise, eclectic summary of per- 
sonality development and of deviant and 
pathological variations in behavior. This 
does not, and obviously was not intended to, 
cover the entire field of psychiatry. No one 
school of thought is favored and reference 
is made to the variations in interpretation 
and treatment without comparison. The 
public health officer or other physician who 
has not had the opportunity in medical 
school or later to become familiar with 
psychiatric concepts will find this section 
of the book clarifies much of the confusion 
and offers practical suggestions for dealing 
with problems of growth and development. 
Others working in the public health and 
mental health fields will also find these 
chapters of interest. 

All workers in public health, and 
especially those concerned with the integra- 
tion of mental health and public health, 
will find this book of real value. Those 
who found the first edition satisfying will 
find this edition even more so. Dr. Lemkau 
is to be congratulated for his success in pre- 





senting a comprehensive yet concise and 
readable book on a most important sub- 
ject—MasBe._ Ross, M.D. U. S. Public 
Health Service 


FACTS OF LIFE AND LOVE 
By Evelyn Millis Duvall 
New York, Association Press, 1956. 426 p. 


Everything that made the first edition of 
this book useful and readable is present in 
the revision, and furthermore changes have 
been made that are all to the good. New 


headings, set up in a more informal type, 
have improved the organization and eye- 
appeal of the book. All in all, this edition 
seems likely to be even more appealing to 
young readers than the earlier editions. 
Inasmuch as the book is arranged de- 
velopmentally, young people at various 


stages of growth and development can easily 
read the sections of greatest interest at any 
one time. The index is a useful addition, 
for it enhances the value of the book as 
reference material. 

The chapters on dating include some new 
material such as the results of studies on 
what boys say they like in girls and what 
girls say they like in boys. This subject has 
a great appeal to young people. Also, the 
material on entertaining seems to be better 
arranged than in the early edition. 

It is becoming more and more important 
for young people to have their facts of life 
and love earlier than was once thought 
necessary, but the difficulty with this gen- 
eralization has been, however, that material 
written for older teenagers was not always 
easily read by the younger age group. Mrs. 
Duvall’s book succeeds in bringing to 
young teenagers grown-up mature thinking 
on very serious subjects in a form and style 
that make it understandable and timely. 
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Those not familiar with the earlier edi- 
tion need only scan the contents to be as- 
sured of the comprehensiveness of the book 
but in a developmental framework. Part 
One is on the subject of becoming men and 
women, includes material on the develop- 
ment of girls and boys and on reproduction, 
and discusses some common sex problems. 
Part Two is on getting and keeping dates, 
and covers some aids to dating, hospitality, 
what to do on a date, and the role of par- 
ents in dating. Part Three is on the subject 
of loving and being loved and contains ma- 
terial on petting, on how to say “no,” and 
on some of the difficult involvements in 
which daters may find themselves. The last 
part of the book is related to marriage and 
includes chapters on going steady, engage- 
ments and marriage adjustments. 

Although the book is called Facts of Life 
and Love, it gives more than facts. It also 
contributes to the other very important as- 
pect of learning, namely, the building of 
sound and healthy attitudes in teenage boys 
and girls. Every parent and every leader 
who is associated with young people would 
grow in understanding of youth through 
reading about the interests and concerns of 
this age group as they are discussed by Mrs. 
Duvall, who is herself a parent, a student 
of youth and a great friend of the 
young people who know her.—HELEn F. 
SouTHARD, YWCA of the USA 
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ADVERTISING DRIVE 

OPENS IN SPRING 

After three years’ investigation of the prob- 
lem of mental health in the United States, 
the Advertising Council has announced 
that it will begin a nation-wide public edu- 
cation program on mental health this 
spring. The project is being undertaken at 
the request of the National Association for 
Mental Health. 

The Advertising Council’s campaign will 
seek to raise the level of public understand- 
ing of mental health and mental illness by 
supplying people with information that 
they can use in their daily lives as well as 
in individual and family emergencies. The 
campaign will use extensive advertising in 
mass media to offer the general public a free 
booklet about mental health, written by 
Dr. George S. Stevenson, NAMH medical 
consultant, and Harry Milt, public relations 
director. 

The booklet will give the reader prac- 
tical information without scaring him about 
his mental condition. Its contents will in- 
clude ways of coping with common tensions 
and anxieties, what to do for those who need 
professional help, and a suggested reading 
list of pamphlets available from the NAMH. 

A prominent life insurance executive has 
agreed to serve as the volunteer coordinator 
of the campaign. He is A. H. Thiemann, 
2nd vice-president of the New York Life 
Insurance Company. 

The advertisements offering the booklet 
are being prepared as a public service by 
Ruthrauff & Ryan, Inc., a leading New York 
advertising agency. Hundreds of adver- 
tisers as well as local and national adver- 
tising media (such as newspapers, radio and 
television) will be asked to sponsor the 
campaign’s advertising without charge. 
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NATION TO OBSERVE 
NINTH MENTAL HEALTH WEEK 


Mental Health Week will be observed for 
the 9th year April 28 to May 4. As in the 
past, the National Association for Mental 
Health is directing the nation-wide observ- 
ance in co-sponsorship with the National 
Institute of Mental Health. 

The slogan is “The Mentally Ill Can 
Come Back—Help Them.” State and local 
mental health associations are arranging 
special events expected to draw a wide 
variety of community organizations into 
direct participation in the mental health 
movement. They have set out to hold at 
least 10,000 meetings calling attention to 
the problem of mental illness, to obtain 
proclamations from all state governors and 
municipal chiefs, to hold a public legislative 
hearing or governor’s conference on men- 
tal illness in each state and to publicize 
Mental Health Week in newspapers, maga- 
zines, posters and leaflets and on television 
and radio. 


RESEARCH 


In a systematic 3-year attempt to find new 
solutions to the problem of mental illness 
the Joint Commission on Mental Illness 
and Health has launched 8 studies: 

University of Michigan researchers are 
questioning a representative nation-wide 
sample of 2,500 Americans to find out how 
many feel troubled, what they conceive to 
be their mental troubles and how they cope 
with them. Unlike earlier studies, confined 
mainly to “symptom-counting,” this survey 
will attempt to measure the individual's 
morale, strength and resiliency in dealing 
with personal problems. 





Four task forces are investigating pat- 
terns of patient care. One is studying what 
happens to the mentally ill in hospitals— 
general, private and public. Another is 
surveying community agencies that have 
contact with psychiatric patients. The third 
is studying mental health clinics and other 
psychiatric services exclusive of hospitals, 
and the fourth, rehabilitation services for 
discharged returning to the 
community. 

Another work group is studying research 
operations in the field of mental health. 
Holding that long-term, detailed program- 
ming of research “seems neither possible nor 
desirable,” the commission is assessing the 
current research effort and surveying the 
kinds and levels of support, the availability 
and productivity of research personnel, 
major intellectual trends and problems of 
planning, programming and organization. 

This group hopes to come up with a 
document of tangible use to national and 
state legislators, directors of governmental 
and private research programs, officials of 
foundations supporting mental health re- 
search, university officials and others respon- 
sible for the training of research workers, 
administrators of hospitals and other insti- 
tutions carrying on research, and research 
scientists themselves. 

Two other work groups are studying 
mental health in the schools, searching out 
not only what is new but what seems to be 
best, old or new. They are also evaluating 
theories and methods of promoting mental 
health in the United States and testing the 
validity of mental health concepts. 

Other study groups, underway or pro- 
jected, will investigate manpower sources 
and training methods; the law in relation 
to the mentally ill; court and penal prac- 
tices; the epidemiology of mental illness; 
sociol-cultural factors; the family and men- 
tal health; critical situational factors such as 


patients 
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the effects of mass communication, religion, 
military service, industry and leisure-time 
activities; and the costs of mental illness. 

“You might say,” observed Dr. Jack 
Ewalt, commission director, “that the road 
map for our raental health study shows two 
possible courses to the worthwhile goal of 
improving social prognosis of the mentally 
ill. One road begins with those presumed 
to be well and the other with those diag- 
nosed as sick. We are endeavoring to de- 
ploy our forces along both routes.” 


* * * 


Dr. Leroy E. Burney, surgeon general of the 
U. S. Public Health Service, has announced 
approval of a second group of federal grants 
to help institutions build additional psy- 
chiatric research facilities. The first group 
was announced last September and others 
will be announced in March. They are 
part of the $18,000,000 authorized by the 


84th Congress for the construction and 
equipping of psychiatric research labora- 


tories. 

The second group includes the following 
grants: 
$36,124 to Indiana University for built-in 
equipment for the Institute of Psychiatric 
Research. 


- $86,503 to Massachusetts General Hospital 


for the completion of a research laboratory. 
$180,647 to the Austen Riggs Center for ex- 
tensive remodeling and the addition of 
wings to a building used for psychiatric 
research and treatment. 

$600,000 to the University of Michigan for 
a new building for research laboratories. 
$22,235 to Jefferson Medical College of 
Philadelphia for remodeling part of a 
building to provide laboratories for the 
psychiatric department. 

$41,054 to the University of Pittsburgh’s 
division of natural sciences for built-in re- 
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search equipment in a new laboratory for 
biological sciences, biophysics and _psy- 
chology. 
$411,002 to Brown University for a new 
psychology laboratory for teaching and 
research. 
$150,000 to the Woods School, Langhorne, 
Pa., for a new research laboratory building. 
$158,812 to the University of Washington 
for remodeling to provide research labora- 
tories for psychology. 

* ¥* * 
Medicine's first extensive investigation to 
learn which treatments best promote the 
improvement or recovery of mental pa- 
tients is getting under way in 12 of the 40 
neuropsychiatric hospitals operated by the 
Veterans Administration. 

In its 5-year study the VA expects to find 
out the relative effectiveness of different 
treatment techniques—drugs, electroshock, 
group and individual psychotherapy and 
various activity therapies—and of different 
hospital designs, staffing patterns and pro- 
gram emphases. 

Dr. Jesse F. Casey, director of VA’s psy- 
chiatry and neurology service, said the hos- 
pitals cooperating in the research are in 
Brockton, Mass.; Fort Lyons, Colo.; Jef- 
ferson Barracks, Mo.; Lyons, N. J.; Marion, 
Ind.; Montrose, N. Y.; Palo Alto, Calif.; 
Roanoke, Va.; St. Cloud, Minn.; Salisbury, 
N. C.; Salt Lake City and Topeka. 

Of the 120,000 beds in VA hospitals, 
about 63,000 are for neuropsychiatric pa- 
tients. Of these patients, 54,000 are 
psychotic. 

Television is being used to help treat 
mental patients. 

* * * 
The New York State Departments of Men- 
tal Hygiene and Correction are conducting 
a joint psychiatric study of apparently re- 
habilitated criminals who return to crime. 


152 


Studying inmates and records at Sing 
Sing Prison, Dr. Samuel Dunaif is trying to 
determine how recidivists differ from 
offenders who remain rehabilitated and 
whether a tendency to backslide could be 
predicted from extensive personality tests. 
He is also exploring the possibility that new 
drugs might bring recidivism under control 
and is trying to determine whether length 
of sentence has any relationship to recur- 
rence of offense. 

Dr. Dunaif is a practicing psychiatrist 
and an instructor in psychiatry at the 
Columbia University College of Physicians 
and Surgeons. 

* * * 
Dr. Earl K. Holt, superintendent, and Dr. 
G. Donald Niswander, director of psy- 
chiatric research and education at the New 
Hampshire State Hospital, Concord, re- 
cently announced the establishment of the 
Arthur P. Noyes Institute for Neuro- 
psychiatric Research. In addition to gen- 
eral research in neuropsychiatry, the new 
institute will undertake biochemical and 
physiological investigations in the problems 
of mental illness. The institute was made 
possible by private research funds under 
the management of the hospital’s board of 
trustees. 
* * * 

Suicide is second only to accidents as a 
cause of death among Yale University stu- 
dents, a recent study revealed. Of the 209 
students who died between 1920 and 1955, 
12% killed themselves. The number of 
suicides was highest in the thirties, the de- 
pression decade, lowest during and imme- 
diately following World War II. 

Dr. Henry M. Parrish, assistant physician 
at Yale, who made the study, pointed out in 
the November issue of Public Health Re- 
ports that adequate psychiatric counseling 
might reduce the number of suicides. 
“Promotion of mental health,” he wrote, 





“is an important function of any college 
health department, since it has been esti- 
mated that about 10% of the students need 
professional help with their emotional 
problems.” 
* * * 

Dr. Forrest E. Linder has been named 
director of a new U. S. Public Health Serv- 
ice program to survey the nature and extent 
of illness and disability in the population 
each year. The survey, authorized by the 
last Congress, also will include data on 
medical services received by the ill and dis- 
abled. The last previous federal survey of 
this type was in 1936. 

Surgeon General Leroy E. Burney said 
the data obtained on health problems each 
year “will be of great value to all public 
and private agencies working to advance 
the nation’s health.” The Public Health 
Service plans to use scientific, door-to-door 


sampling techniques, similar to those de- 
veloped by public opinion polls, to obtain 
accurate information on the amount, dis- 
tribution and effects of illness and disa- 
bility, and the services received because of 


such conditions. 
* * * 


Less than 1% of New York City’s 2,000,000 
families produce more than 75% of its 
35,000 juvenile delinquents, a recent survey 
revealed. These 20,000 “hard core” 
families are not only poor but are op- 
pressed by multiple problems including 
mental illness, says Ralph W. Whelan, ex- 
ecutive director of the New York City 
Youth Board. 

Their pattern of living varies little and 
runs a gamut of problems: alcoholism, drug 
addiction, mental and physical illness, 
severe marital discord or desertion, neglect, 
promiscuity and economic deprivation. For 
example: 83% of the children from 13 to 
20 are or have been behavior problems, 
20.3% of the fathers and 7.4% of the 
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mothers are alcoholics or drug addicts or 
both, and 15.8% of the mothers and 7% of 
the fathers are mentally ill. 

To cure this “focal point of social infec- 
tion” the Youth Board is negotiating to pay 
11 leading family service agencies $150,000 
a year to do remedial work with these fami- 
lies and their 60,000 children. In addition, 
the board is asking for $100,000 to expand 
its own work with the “hard core” families. 


REHABILITATION 


Delaware has set up a vocational rehabilita- 
tion program for the mentally ill. A train- 
ing center, operated at the Delaware State 
Hospital by the rehabilitation division of 
the State Board for Vocational Education, 
is offering vocational training to patients 
before their discharge from the hospital, the 
Governor Bacon Health Center, the VA 
hospital or the state welfare home. Those 
completing the training will be ready on 
discharge for jobs or for further training 
under the regular programs of the Office of 
Vocational Rehabilitation. 

The mental health association’s job is 
to work with the OVR in acquainting 
prospective employers with the new pro- 
gram and to obtain their help in placing 
discharged patients. 

* * * 
More than 3,000 mentally handicapped 
workers found jobs last year with the help 
of the state-federal vocational rehabilita- 
tion program. About 2,700 had been men- 
tally ill, 600 victims of mental retardation. 

With federal grants totaling almost 
$400,000 states are carrying on a variety 
of projects to rehabilitate the mentally 
disturbed and deficient, the Social Legis- 
lation Information Service reported re- 
cently. In conjunction with the Council of 
Jewish Women, Wisconsin’s vocational re- 
habilitation agency operates a work adjust- 
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ment center in Milwaukee for the mentally 
retarded. Though their 1Q’s range from 
76 to as low as 25, half the 41 men and 
women aided by the project during its first 
year of operation now have jobs, many for 
the first time. The others are still in train- 
ing or ready for jobs. 

Other states report similar successes. For 
example, 3-way cooperation among Ten- 
nessee’s rehabilitation agency, State De- 
partment of Mental Health and Central 
State Hospital has put 25 former mental 
patients in paid employment. 


TRAINING 


The Veterans Administration Hospital at 
Lyons, N. J., has announced the availa- 
bility of 1- to 3-year residencies in psy- 
chiatry that are fully accredited by the 
American Board of Psychiatry and Neu- 
rology. The training program consists of 
lectures, conferences and seminars under 
the direction of the department of psy- 
chiatry of New York Medical College. In 
addition to intensive training intramurally 
and through rotation in special hospitals 
and clinics in the vicinity, the hospital spon- 
sors an annual institute and a series of guest 
lecturers. Training may commence at any 
time, according to Dr. M. P. Rosenblum, 
director of professional education. 


With the appointments of Dr. Wilfred 
Bloomberg as associate director for mental 
health and of Dr. William Hurder as as- 
sistant director, the staff of the Southern 
Regional Program in Mental Health Train- 
ing and Research is now complete. Their 
aim is to aid states and educational insti- 
tutions of the South in efforts to provide 
more qualified mental health personnel and 
to expand research. The program, initiated 
a few years ago at the request of the 
Southern Governors’ Conference, is a serv- 
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ice of the Southern Regional Education 
Board. 
* * * 

The Merrill-Palmer School, Detroit, has an- 
nounced its 1957 internship program in 
counseling and _ psychotherapy for psy- 
chologists, social workers, psychiatrists and 
marriage counselors. Applicants should be 
final-phase doctorate (post-master’s in social 
work) or post-doctorate. The school be- 
lieves the established professional worker 
who wishes a year of further training and 
working with individuals and families will 
find the program especially helpful. 

Twelve academic months are spent in 
handling cases under the supervision of a 
multidisciplinary team, and in supplemen- 
tary theoretical study. The cases handled 
cover the life cycle from infancy to later 
maturity. 

The basic fellowships are $1,000 with 


allowances for dependents making possible 
a maximum of $3,600. Inquiries should be 
addressed to Dr. Aaron L. Rutledge, 71 E. 
Ferry Ave., Detroit 2. 

* = * 


For the academic year beginning September 
1957 and ending June 1958 the department 
of education of Hunter College, New York 
City, will have available a limited number 
of scholarships for graduate students, 
teachers and counselors wishing to specialize 
or continue advanced study in the field 
of special education and_ rehabilitation 
counseling. 

Training programs are offered in the 
education of the emotionally and socially 
handicapped and mentally retarded as well 
as the blind, partially sighted and other- 
wise handicapped. 

Candidates for the rehabilitation coun- 
seling program may qualify for grants 
offered by the college in cooperation with 
the U. S. Department of Health, Education 
and Welfare. 





Application forms are available from the 


Hunter College Committee on Scholarships, © 


Box 574, 695 Park Ave., New York 21. 


LEGISLATION 


The Louisiana Association for Mental 
Health has published proceedings of a 
recent symposium to acquaint the public 
with new state legislation for mental health 
training and research. The 24-page book- 
let is sent free on request as one of the 
association’s services to the community. 

A new state law provides for a special 
mental health fund made up of fees paid 
by families for the care of retatives in state 
mental hospitals. From the new fund the 
state will provide fellowships for men and 
women who want training as psychiatrists, 
psychologists, social workers and nurses 
and who agree to work in state mental 
hospitals. Part of the fund will go for re- 
search into the causes and cures of mental 
illness. 

Dr. Loyd W. Rowland, executive direc- 
tor of the Louisiana Association for Mental 
Health, reported that the association and 
the State Department of Hospitals were 
jointly notifying the families of Louisiana’s 
8,000 mental hospital patients of the plan 
and urging their cooperation in making 
regular monthly payments into the fund. 


* * * 


Gov. Robert B. Meyner of New Jersey has 
signed the interstate compact on mental 
health. His is the third state to ratify this 
agreement on improved procedures for the 
transfer and treatment of the mentally ill. 
Under its terms the states recognize that 
care and treatment bear no primary rela- 
tionship to the residence or citizenship of 
the patient and that the controlling factors 
should be humanitarian rather than 


technical. 
“The New Jersey Association for Mental 
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Health has long worked to see this compact 
written into our state law books,” said 
William H. Baumer, president, “because we 
believe it is vital to continued improvement 
in our mental health program.” 


* * * 


Most state laws regulating the commitment 
of mental patients to hospitals are archaic 
and cumbersome, according to a University 
of Michigan Law School publication. 

In Current Trends in State Legislation 
Hugh A. Ross, assistant professor of law 
at Western Reserve University, charges that 
most state laws concerning the mentally ill 
retain too much of their criminal law back- 
ground and fail to recognize modern med- 
ical concepts in early preventive care. 

Pointing to the situation in some states, 
Professor Ross writes, “When a mental 
patient is ‘arrested’ by a ‘sheriff’ armed with 
a ‘warrant,’ ‘charged’ as a person ‘accused 
of insanity’ and after ‘trial,’ ‘committed’ to 
an ‘institution’ as an ‘inmate,’ it is not hard 
to see why the terminology used acts as an 
emotional shock which may seriously hinder 
treatment and recovery.” 

He cites Michigan as a state where there 
is real need for the legislature to adopt 
temporary commitment procedures designed 
to encourage early treatment of mental pa- 
tients. Though 12 states now authorize 
temporary commitment for observation and 
treatment, Professor Ross indicates that 
much legal work remains to be done in the 
twilight zone between emergency measures 
and formal judicial proceedings for long- 
term commitment. 

Noting that the legal status of hospi- 
talized mental patients is “confused and © 
uncertain,” he suggests: 


w Hospitalization should not be conclusive 
or even strongly presumptive evidence of 
legal incompetence, especially in short-term 
cases. 





m So long as a stigma attaches to mental 
illness, patients should receive legislative 
protection against publicity. 

@ Legislators, doctors and hospital au- 
thorities should clarify the need for con- 
sent, if any, in surgery and major medical 
treatment of mental patients where there is 
substantial physical risk for the patients. 


“Those who are closest to the prospec- 
tive patient—his friends, relatives and 


family physician—will be reluctant to 
present him for treatment at an early stage 
of his illness unless the statutes spell out 
adequate provisions for release and other 
safeguards for his rights,” Professor Ross 
asserts. 

Dr. George S. Stevenson, NAMH con- 
sultant, recently pointed out that states 
would do well to model their laws govern- 
ing hospitalization of the mentally ill after 
a draft act formulated in 1950 by the U. S. 
Public Health Service and revised in 1952 
with NAMH help. In a statement prefac- 
ing the revision Dr. Stevenson observed 
that society, in depriving a mental patient 
of his freedom by committing him to a 
mental hospital, “takes on a clear obliga- 
tion” to make sure that commitment pro- 
cedures are fair and oriented toward serv- 
ice to a sick person who cannot speak for 
himself. The inclusion of psychiatric serv- 
ices in general hospitals should obviate 
the use of jails for patients awaiting hos- 
pitalization, he added. 

Another who deplores antiquated stat- 
utes is Dr. E. H. Crawfis In a recent 
article he stressed that “the status of the 
patient’s competency while in the hospital 
is of importance, but of much greater in- 
terest to the patient is the effect of his re- 
lease from the hospital.” He also points 





1E, H. Crawfis, “Discharge from State Hospital in 
Relation to Competency,” American Journal of Psy- 
chiatry, 113(1956), 448-50. 
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out that section 21 of the draft act govern- 
ing the hospitalization of the mentally ill 
“specifically indicates that every patient re- 
tains his civil rights unless he has been ad- 
judicated incompetent and has not been 
restored to legal capacity.” 


CARE AND TREATMENT 


Five New York mental hospital directors 
are studying current patterns in the rela- 
tionship between mental hospitals and 
communities in Great Britain. The Mil- 
bank Memorial Fund is financing the study 
being carried out between January 19 and 
February 12. 

The committee is making an intensive 
study of the Warlington Park Hospital, 
Croydon, and visiting a number of other 
rural, suburban and metropolitan hospitals 
and communities. ‘They are conferring 
with various officials and have the advice of 
Dr. T. P. Rees, director of the Warlingham 
Park institution, who has become widely 
known for his pioneering work in develop- 
ing comprehensive community care and the 
“open hospital” principle. 

The group is seeking answers to several 
questions: How have some British mental 
hospitals achieved their “open door” 
policies and the integration of community 
services into a comprehensive pattern? How 
do these policies work in practice for the 
communities served? What changes in 
attitude or policy, by what means, have 
made it possible for the majority of patients 
to enter mental hospitals voluntarily? How 
does a large metropolis cope with the ad- 
ministrative difficulties of providing mental 
health services? To what extent is the 
success of an advanced program dependent 
upon citizen understanding and acceptance, 
and how is this achieved? Which of the 
British practices are based upon local cir- 
cumstances and which are based upon fun- 





damental principles which would be ap- 
plicable in New York State? How can these 
principles be applied here? 

On its return the committee will report 
its findings and conclusions, and recom- 
mend a specific course of action to Dr. Paul 
H. Hoch, New York State Commissioner of 
Mental Hygiene. 

Members of the study group include Dr. 
Nathan Beckenstein, Brooklyn State Hos- 
pital; Dr. Hyman Pleasure, Middletown 
State Homeopathic Hospital; Dr. Francis J. 
O’Neill, Central Islip State Hospital; Dr. 
Herman Snow, St. Lawrence State Hospital; 
Dr. Christopher F. Terrence, Rochester 
State Hospital, and Dr. Robert C. Hunt, 
assistant commissioner. 


MEETINGS 


A round-table discussion titled “World 
Problems and Our Skills” will be co- 
sponsored by the World Federation for 
Mental Health and the American Ortho- 
psychiatric Association at the Hotel Sher- 
man, Chicago, March 6. The discussion 
will focus on WFMH activities. 

Panelists will include Dr. Margaret 
Mead, WFMH president, Dr. John R. 
Rees, director, and Dr. Otto Klineberg, 
Columbia University psychologist, with 
Fred K. Hoehler, of Chicago, as chairman. 

The meeting will be open to all members 
of the two sponsoring organizations and 
the American Association of Psychiatric 
Clinics for Children, as well as to others in 
Chicago for the AOA convention. 

The World Federation for Mental Health 
will hold its 10th annual congress in 
Copenhagen August 11-17 with the Danish 
Society for Mental Hygiene as host. The 
theme will be “Growing Up in a Changing 
World.” Papers will give attention to the 
effects of social welfare services on the fam- 
ily, the prevention of juvenile delinquency 
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with special reference to the work of chil- 
dren’s courts, child guidance, relationships 
between parents and children, school psy- 
chological services, and what the phrase “a 
changing world” connotes in different 
countries. 

At the 9th congress in West Berlin last 
summer, Dr. Mead emphasized that atten- 
tion must be paid to the mental health of 
world leaders who can decide disaster or 
prosperity for the human race. The prin- 
cipal international implication of mental 
health, she pointed out, lies in the mental 
health of individual statesmen and diplo- 
mats in whose hands rest the preparations 
for peace and war. 


Charged by their leaders with the job of 
recruiting a citizens’ army against mental 
illness, the National Association for Mental 
Health has set in motion an intensive cam- 
paign of organization and public education. 
Convening November 29 to December 1 in 
Washington, D. C., for their 6th annual 
meeting, 443 delegates from 37 states, 
Alaska and WHawaii—and guests from 
Canada—endorsed a 4-point program giving 
all citizens an opportunity to participate in 
shaping the future of the mental health 
movement.. The program, outlined by Dr. 
Paul V. Lemkau of New York, NAMH 
board member, calls for: 


@ The formation in every community of 
a mental health association in which all 
citizens can enroll. 


m@ Organized efforts to achieve adequate 
care and treatment for the 750,000 men and 
women now in hospitals because of mental 
illness. 


m@ The organization of community services 
for the mentally ill and their families. 


@ Full cooperation with other community 
groups in promoting mental health. 
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Decision to rouse the entire country for 
all-out service to the mentally ill came on 
the heels of a warning that the medical pro- 
fession cannot conduct the fight against 
mental illness without widespread public 
backing. Keynoting the convention, Dr. 
Winfred Overholser, superintendent of St. 
Elizabeths Hospital, Washington, said the 
public must support more research, train- 
ing, treatment, rehabilitation and preven- 
tion if the nation is to avert “constant 
growth in the mental hospital population, 
continued overcrowding, further building, 
wastage of human beings and a crushing 
financial burden to the taxpayer.” 

In a climactic speech on the same theme, 
Dr. William C. Menninger, renowned psy- 
chiatrist, told NAMH members that “the 
future of the mental health movement in 
this country is right in this room” and 
urged them to mobilize “vast resources of 
interest, manpower and money” in a tre- 
mendous citizens’ army against mental 
illness. 

Following Dr. Lemkau’s introduction of 
the 4-point plan, three speakers analyzed 
mental health association objectives from 
three points of view—local, state and 
national. 

Mrs. Arthur Ackerman, president of the 
Union County (N. J.) Association for 
Mental Health, predicted that the mental 
health movement will grow to the degree 
that local and state mental health associa- 
tions and the National Association for 
Mental Health recognize their interde- 
pendence and coordinate their activities. 

The president of the Alabama Associa- 
tion for Mental Health, Paul Johnston, 
Birmingham attorney, voiced the view that 
state associations could best serve local 
associations by helping them develop opera- 
tional efficiency based on sound bylaws and 
budgets, by consulting them on services, 
and by providing guidance and materials. 
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Miss Mary McDonald, assistant director 

of NAMH field service, pointed out that the 
national office of NAMH serves the state 
associations, and through them the local 
associations, in five ways: 
m By supplying expert guidance on com- 
munity organization, volunteer services, 
public information, education, psychiatric 
services and fund-raising. 


m By carrying on a national year-round 
publicity program using TV, radio, news- 
papers, magazines, speakers and exhibits, 
and by providing materials for local 
publicity. 

gm By administering a series of awards, in- 
cluding grants for research, the National 
Mental Health Bell Award for newspapers 
and individual honors for outstanding psy- 
chiatric aides. 

m By supplying educational publications, 
films and plays, along with technical guid- 
ance on their use. 


@ By maintaining productive relationships 
at the national level with governmental, 
professional and civic organizations. 


Agreed on a clear definition of where to 
throw their forces in the fight against 
mental illness, delegates spent a day and 
a half in working out plans for the nation- 
wide program. 

Discussions centered on the most eflec- 
tive techniques for recruiting and develop- 
ing local and state boards and committees, 
identifying community needs and resources, 
recognizing outstanding service by both 
paid and volunteer workers, establishing 
and maintaining effective relationships with 
hospitals and public officials bearing first- 
line responsibility for the mentally ill, 
working for the establishment of psychiatric 
services in general hospitals, instituting dis- 
cussions of mental health with such groups 
as PTAs, service clubs and industrial per- 





sonnel, and related services provided by 
mental health associations. 

Final sessions of the 3-day meeting 
focused on research, fund-raising and pub- 
lic relations. 

Dr. William Malamud, professor of psy- 
chiatry at Boston University School of 
Medicine, said science now has the knowl- 
edge with which to develop a program for 
the prevention of schizophrenia, most 
devastating mental disease. He also an- 
nounced that the Supreme Council, 33rd 
Degree Scottish Rite Freemasonry, North- 
ern Masonic Jurisdiction, had made a grant 
of $100,000 for the coming year’s work on 
a 22-project schizophrenia research pro- 
gram directed through the National Asso- 
ciation for Mental Health. A $100,000 
grant was also received from the Southern 
Masonic Jurisdiction. 

Discussing progress in research, Albert 
Deutsch, noted author and science writer, 
warned against giving the public “the 
false impression that the big one-shot cure 
for mental disease is just around the 
corner.”” The public must be made aware, 
he said, of the “very great problems” await- 
ing solution. 

As chairman of a panel discussion on 
fund-raising, Richard P. Swigart, NAMH 
executive director, reported steady growth 
in the annual Mental Health Campaign— 
from $500,000 in 1953 to $3,000,000 this 
year—but said results were still “far below 
our real potential.” 

In the session on public relations Richard 
M. Pack, vice-president in charge of pro- 
gramming for the Westinghouse Broadcast- 
ing Company, challenged newspapers to 
engage with broadcasting in a friendly com- 
petition in telling the public about the 
problem of mental illness. He stressed that 
publicizing the nation’s #1 health problem 
is a 365-day job, year in and year out, for 
everyone in the communications industry. 
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He applauded the announcement that the 
Advertising Council of America had agreed 
to undertake a broad educational campaign 
on mental health. 

Calling for good working relationships 
between mental] health associations and the 
press, Charles Green, Texas newspaper ex- 
ecutive, emphasized the need for showing 
the public, preferably with full-page picture 
articles, that mental institutions should be 
hospitals and not storehouses. 

Quoting Victor Hugo’s observation that 
“nothing on earth is so powerful as an idea 
whose time has come,” Philip E. Ryan, ex- 
ecutive director of the National Health 
Council, noted that the time is ripe in the 
search for solutions to the problem of men- 
tal illness. Hope is the key word today, he 
said, hope in research, treatment and 


recovery. 
A silver Mental Health Bell was awarded 
to CBS for outstanding service in the fight 


against mental illness, particularly for the 
epochal TV film, “Out of Darkness.” The 
banquet closed on a final high note, the first 
national presentation by an American 
Theatre Wing cast of “Return to Thine 
Own House,” a play by Nora Stirling about 
a young man’s recovery from mental illness 
and his return home to his wife and 
daughter. 

* * * 
The first Caribbean Conference on Mental 
Health will be held March 14-19 in Aruba, 
the Netherlands Antilles, with the Aruba 
Society for Mental Health as host. Dr. 
John R. Rees, director of the World Fed- 
eration for Mental Health, is chairman. 
Those attending will consider the possi- 
bility of organizing a Caribbean Federation 
of Mental Health Societies. 

* * * 
The Philadelphia Bulletin’s civic service 
committee sparked a day-long conference 
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on mental health problems last fall for 
nearly 500 leaders headed by Governor 
George M. Leader and including represen- 
tatives of 1,600 civic groups. 

The theme was “Mental Health: Your 
Community in Action.” Officials of Penn- 
sylvania Mental Health, Inc., and the 
Southeastern Pennsylvania Mental Health 
Association took an active part. 

Moderating a panel discussion of prob- 
lems facing the discharged mental patient, 
Max Silverstein, PMH executive director, 
urged prospective employers to stress the 
patient’s ability, not his disability. Richard 
C. Hunter, executive director of the South- 
eastern Pennsylvania MHA, also empha- 
sized the importance to recovered patients 
of community acceptance. 

Other workshops focused on the role of 
the volunteer in mental health, emotional 
problems of childhood and youth and men- 
tal health education. 

Governor Leader assured the conference 
that Pennsylvania had started to find “the 
bricks and brains” that will build better 
mental health for all. He said the four 
major cornerstones of the state’s plan were: 
gw Clinics and mental health services for 
preventive diagnoses and care in every com- 
munity so that many men and women with 
emotional disturbances will be able to live 
at home while under treatment. 

@ Improved state mental hospitals. 

@ State and community cooperation in de- 
veloping social rehabilitation measures that 
will ease the mental patient’s adjustment 
when he leaves the hospital. 

mw Research “that will attack mental illness 
at its roots, that will search for new cures 
and new methods, that will try to answer 
the questions of mental illness.” 

Charles H. Frazier, president of Penn- 
sylvania Mental Health, Inc., pledged the 
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full support of PMH and its local associa- 
tions in carrying out the proposed program. 
He congratulated state officials for their 
“far-sighted and vigorous action” and 
pointed out that “now it is up to all of us 
to work for concrete results.” 


PUBLICATIONS 


As part of a new program of direct services 
to the mentally ill and their families the 
National Association for Mental Health is 
issuing 100,000 copies of a revised edition 
of Mental Illness—A Guide for the Family. 
The guide, first published in 1942 and now 
considered a classic in its field, has been 
completely revised by its author, journalist 
Edith Stern. Copies are available for 50¢ 
each from any state mental health associa- 
tion or from the National Association for 
Mental Health, 10 Columbus Circle, New 
York 19. 

By special arrangement with the NAMH, 
Harper & Brothers will publish a hard-cover 
edition of the book in the early spring. 


* * * 


The World Health Organization has pub- 
lished the first report of its expert commit- 
tee on psychiatric nursing. The report 
traces the various stages of psychiatric care 
from the confinement of the patient to his 
re-establishment in the community, empha- 
sizing throughout the role played by the 
psychiatric nurse. Current trends depict 
her function as more therapeutic and less 
custodial than in the past. 

Pointing up the shortage of nurses, which 
has reached a critical stage in many state 
hospitals, one section of the pamphlet deals 
with psychiatric nursing education. 

Copies are available from WHO, Palais 
des Nations, Geneva, Switzerland, for 30¢ 
each. 
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